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F.R.C.P. 


Revised by A. H. DOUTHWAITE, M.D., 
14s, 


TROPICAL MEDICINE 
By Sir ARD ROGERS, K.C.S.I., C.1.E., M.D., F.R.C.P., 
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135 Illustrations. 

THE RELIEF OF PAIN 

A Handbook of Modern Analgesia 
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Eighth Edition. 12 Plates (5 Coloured) and 398 Text-figures. 286. 
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Second Edition. 7s. 64. 
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tion for the Years 1926-1940. Second Edition 7s. 6d 
TAYLOR’S PRACTICE OF MEDICINE 


Fifteenth Edition. Revised and Edited by E. P. POULTON, 
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The Vitamin B Complex | 


as a whole 
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The Marmite Food Extract Co. Ltd., 35 Seething Lane, London, E.C.3 


In many instances it seems pre- 
ferable to administer the vitamin 
B complex as a whole, rather 
than in the form of individual 
components. Marmite is par- 
ticularly useful in these cases, 
given either alone or in conjunc- 
tion with other treatment accord- 
ing to the needs of the patient. 


A natural product may provide 
some essential constituents as 
yet unidentified; also there is 
the possibility of a synergistic 
action when a number of allied 
vitamin factors are presented 
together, as in Marmite. 


MARMITE 


YEAST EXTRACT 


BOTTLED VEGETABLES 
FOR BABIES 


—ready strained 
CARROTS 
SPINACH } Steam-cooked : vacuum-packed 
PRUNES 


ALSO BONE AND VEGETABLE BROTH 


RAND’S vegetables, specially 
grown and picked at their 
prime, are superior to home- 
prepared vegetables. 
Steam-cooking in vacuum, and 


y vacuum-packing, tend to conserve 
Z the vitamins. A special sieving pro- 
Z cess ensures that no particle of irri- 
Zz tant fibre remains. 
Z) Busy war-time mothers will wel- 
Zz come these new Baby Foods which 
relieve them of a very tedious job. 
Caranol B® The name of Brand & Co. Ltd. is a 
further recommendation. 
BRAND'S BABY FOODS 
id 
Gi. a jar 


PREPARED BY THE MAKERS OF BRAND'S ESSENCE 


KEEPING ON Tye _ 


Haemorrhoidal Suppositories 


Hemorrhoids rank comparatively high among the causes of 
lost ‘“‘man hours”. To-day, more than ever, this should 
be a matter of concern to physicians. 

Whenever non-surgical treatment is indicated, Anusol may 
be used with the knowledge that it will afford the kind of 
relief likely to keep the patient on his job. By their 
emollient properties Anusol Suppositories reduce in- 
flammation, alleviate pain and check the bleeding. They 
contain nq narcotic or anesthetic to give the patient a 
false sense of security. 


William R. Warner & Co. Ltd., 150-158, 
Kensington High Street, London, W.8. 
(Wartime Address) 
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ISSUED BY 
THE MEDICAL AND 
SURGICAL PLASTER 
MANUFACTURERS 


CONCERNING ADHESIVE PLASTERS 


Medical and surgical self-adhesive plasters now contain a 
proportion of synthetic rubbers. Their life continues to be 
adequate for all reasonable requirements, but they cannot be 
guaranteed to withstand storage over long periods. €] Those who 


keep stocks are advised to rotate them regularly, to eliminate 
Lesli 4 og oge 

the possibility of goods lying on shelves. Stock which has not 
Edward Taylor Ltd. 

Wm. Mather Led. been turned over may deteriorate, and cannot be replaced or 


Cuxson, Gerrard & Co., Ltd. » 
Johnson & Johnson (Gt. Britain) ed. Credited by the manufacturers. 


A REVOLUTIONARY DEVELOPMENT IN 
INTRANASAL SULPHONAMIDE THERAPY 


SULFEX 


‘Sulfex’* combines, for the first time, in a single chemically stable 
preparation the potent bacteriostatic action of ‘Mickraform ’* 
sulphathiazole (5%) and the effective vasoconstriction of ‘ Paredrinex’* 
(1%). The minute crystals of ‘Mickraform’ sulphathiazole ensure: (1) 
Enhanced therapeutic effect; (2) Uniform coating over infected 
areas ; (3) Prolonged bacteriostatic action ; (4) Easy passage into the 
sinuses, ‘Paredrinex’ exerts a rapid, complete and prolonged shrinkage 
of the nasal mucosa, thus achieving maximum ventilation and 
drainage. Indicated in acute nasal and sinus conditions—especially 
those secondary to the common cold. 


Available, on prescription only, in l-oz. bottles with dropper 


Sample and details on the signed request of physicians. 
Retail price per bottle 4/6 + 7d. Purchase Tax. 


MENLEY & JAMES LTD., 123, Coldharbour Lane, London, S.E. 5 


For Smith, Kline & French Laboratories, owners of trade marks* 


MEN Ley avames 


WV | 7) 
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‘Sodium Amytal’ 


in Psychiatric Conditions 


Many years of clinical experience have proved the value of 


BRAND 


‘ Sodium Amytal’ in disturbed mental conditions. Patients 
may receive effective doses with relative safety. Psycho- 
therapy may be successfully employed in the “ twilight ”’ 
state which is induced. This method Is recommended 
for treatment of hospitalized cases but may be employed 
in private homes with adequate nursing supervision. 
Permanently good results may be obtained. 


References : Jour. of Mental Science, Jan. 1941; Jour. of Mental Science, Jan. 1942; 
Practitioner, Sept. 1942. 


ELI LILLY AND COMPANY LIMITED 


BASINGSTOKE AND LONDON 


PITUITARY (POSTERIOR LOBE) EXTRACT 
B.P. 1932 


Standardized on the Guinea Pig Uterus for its Oxytocic potency. Available 
in 05 and 1:0 c.c. ampoules, 10 Units per c.c. 


SUPRARENALIN SOLUTION | : 1000 


This brand of Epinephrin is prepared from the Pure Natural Adrenalin 
B.P. 1932 under painstaking technical supervision. Supplied in | cc. 
ampoules and | oz. cup stoppered bottles. 


These Armour Laboratories preparations have proved 
their value in modern Surgery and Obstetrics 


Write for Literature to 


Telegrams 
Telephone | a | Armosata-Phone 


KELVIN 366! : — London 


SODIUM ISO-AMYL ETHYL BARBITURATE 
| 
} 
| | | 
| | | 
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THREE 


SULPHONAMIDES 


for the chemotherapy of bacterial infections 


STREPTOCIDE SODIUM SULPHACETAMIDE (EVANS) 
(Sulphanilamide-Evans) For infective conditions of the eye, in- 
For streptococcal and urinary tract cluding the prevention of corneal ulcers in 
infections, wounds and burns. miners. The sodium salt is highly soluble, 
Tablets. Powder. Cream (5%). non-irritating, nearly neutral in reaction 
Ointment (5%). | Ophthalmic Ointment (5°). and readily penetrates the ocular tissues. 
Dermevan (25%, Streptocide Cream). 5 
Streptocide with Methylene Blue Tablets. Cream (10%). Eye Drops (10% and 30%). 
Eye Oi o,). 
4 Powder. Solution (30% for parentera! injection). 
For bacillary dysentery and neo-natal 
gastro-enteritis, Sulphacetamide Evans in tablet form is 
Tablets. Powder, also available. 


For further particulars apply to :— 


Liverpool - - Home Medical Department, Speke, Liverpool, 19 
London. - Home Medical Department, Bartholomew Close, E.C.1 


MEDICAL EVANS PRODUCTS 


Made in England by 
EVANS SONS LESCHER & WEBB LTD. Ma3c 


> EBS 332233585 = 


CALSIMIL 


Trade Mark 


Calcium and Vitamin D 


Calcium deficiencies of varying degrees of severity are widespread; they are probably not 
due to any one cause, but to a combination of two or more of the following possible causes :— 
1 Lack of calcium in the diet 3 Lack of pro-vitamin D in the diet 
2 Lack of Vitamin D in the diet 4 Lack of sunshine 
Deficiency of Vitamin D results in inadequate absorption of what calcium is available; 
it is commonly due to lack of pro-vitamin D from which a considerable proportion of the 
normal requirement is formed in the body itself. 
The need for providing additional calcium and Vitamin D is thus apparent. This may 
be done most conveniently and effectively by giving Calsimil. 
Calsimil tablets contain calcium sodium lactate 5 gr. and 500 international units of 
Vitamin D; they are suitable for administration to patients of all ages and should be given 


ES 


=> 


as a routine, especially during all periods of rapid growth and during pregnancy and 
lactation. 


Details of dosage and other relevant information on request 


THE BRITISH DRUG HOUSES LTD. LONDON N.1 
Telephone : Clerkenwell 3000 Telegrams ;: Tetradome Telex London 
Cals/E/36 
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HEWLETT’S 


CREAM 


AN EMOLLIENT HEALING CREAM 
FOR 


BLEPHARITIS, ACNE, ECZEMA 


and all abrasions and irritations of the skin 


In § oz., 10 oz., 22 oz., 40 oz., 44 lb. and 7} lb. pots 


Also in enamelled collapsible tubes. 


WLETT & SCN. LTD.. MANUFACTURING CHEMISTS. 
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VIMALTOL 


cA Delicious Gucentmted 
Vitamin Food | 


YIMALTOL presents special advantages to 
/{ the physician requiring a product which 
4 incorporates important vitamins in a form 
} hed entirely pleasant and acceptable to every 
“+ patient. 


“ Vimaltol ” is a concentrated and economical 
vitamin food with a delicious orange flavour. The 
vitamins are supplied from specially prepared malt 
extract and yeast which is one of the richest natural 
sources of vitamin B, together with Halibut Liver Oil 
fortified with additional vitamins. 


“Vimaltol”’ is thus an important aid in the treatment 
of the many abnormal conditions resulting from the 
deficiency of one or more of the essential vitamins 
in the average everyday dietary. 


The routine use of “ Vimaltol”’ helps normal develop- 
_ment of the growing organism and the maintenance of 
correct metabolism, while raising the general resistance 


It is of signal value at certain physiological periods, i toes i | 
such as infancy, adolescence and pregnancy, to promote id ages | 
resistance to deficiency diseases and to assist in restoring ri 
normal metabolism in the many “ border-line ” cases |] e. 
arising from insufficient intake or defective assimilation Biliil, ea 
of the essential food factors. 
= 
“ Vimaltol has thus a very wide application in general j ] 
practice for patients of all ages. It can be prescribed " 
with advantage at all seasons. a =a 


A liberal supply for clinical trial sent free on request 


A. WANDER Ltd., 


‘ King’s Langley, Herts 
M306 
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FOR EXCRETION PYELOGRAPHY 


Pylumbrin is a British-made non-irritant contrast agent which is rapidly excreted 
by the kidneys. Pylumbrin has been submitted to extensive clinical trials and the 
results show that it is well tolerated and excellent contrast shadows are obtained 


in radiography of the renal pelvis, ureters and bladder. 


PYLUMBRIN 


DIODONE 
Ampoules of 20 ~ Ampoules of 3 c.c. 
Single ampoule - - Single ampoule - - - 2/3 
Boxes of 6ampoules - - 56/84 Boxes of 6 ampoules - - 13/6 
Prices net 


IB 


Further information gladly sent on request to the 
MEDICAL DEPARTMENT 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM 
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MEDICAL PROVERBS 
OF THE WORLD No, § 


“The tree in the back yard 


won't do for medicine” 


(Malayan Proverb) 


Value was once synonymous with rarity. There was a time when 
the esteem in which a remedy was held depended on the remote- 
ness of its origin; but science to-day finds in such commonplace 
things as coal the source of supply for the chemicals used in modern 


drug manufacture. 


May & Baker, and other chemicat manufacturers, depend upon what 
remains of Britain's prehistoric trees for the aniline derivatives upon 
which all the sulphonamides are built. 

Another commodity derived from trees is wood pulp, but in these 
days of paper shortage the circulation of printed matter is restricted, 
and rightly so. In as far as this deprives doctors from having at 
hand all the information they desire on our products, it is to be 
regretted ; but our Medical Information Department seeks to meet 


the difficulty and is daily answering many questions. 


MAY & BAKER LTD. 


QQ DISTRIBUTORS OF M & B MEDICAL PRODUCTS & WG] WW 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD., DAGENHAM 


0 


TELEPHONE: ILFord 3060 
EXTENSIONS: 61 and 83 
TELEGRAMS: Bismuth Phone London 
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1934 - Ten Years of Synthetic Vitamin C- 1944 


N spite of our long acquaintance with scurvy it 
is a curious fact that not until 1928 did Szent- 
Gyérgyi isolate hexuronic acid from the supra- 
renal gland, oranges and cabbage ; four years later 
he recognised this acid to be identical with ascorbic 
acid or vitamin C. The determination of its con- 
stitution was carried out in 1933 and it was 
synthesised for the first time the same year. The 
problem of producing the first synthetic vitamin 
on a commercial scale was immediately under- 
taken by a Swiss company, Messrs. Hoffmann- 
La Roche & Co. of Basle, and ‘ Redoxon ’ tablets 
made their appearance towards the end of 1934. 
It is thus ten years since the first supphes of 
synthetic vitamin C became available, and at that 
time it was little realised that ascorbic acid was 
destined to play an important réle in human 
nutrition, medicine and surgery. Indeed, the 
story is told of an industrial research worker who 
asked a leading biochemist what he thought would 
be the future of the new product. 
The reply was :— 
“I think that it will find a place on the 
museum particularly of bio- 
chemical department. I think a few bio- 
chemists and a few pharmacologists will be 
interested in examining it. I do not think 
there will be any business in it.” 


shelves, 


In the Archives of Diseases of Childhood, August, 
1935, appropriately enough the Sir Thomas 
Barlow Birthday Number, the late Sir Frederic 
Still, in writing on the history of infantile scurvy, 
predicted its value in this disease. Ten years 
later the world output annually of synthetic 
ascorbic acid is many, hundreds of tons. 


Demands of Modern Therapy 


Modern therapy often demands high dosage of 
vitamin C, more than could be achieved by dietary 
adjustment, and it is here that synthetic ascorbic 
acid fills an important role. It is due to the 
foresight and enterprise of the industrialist that 
the substance has been freely available since 1934. 
In 1938 the manufacture of ascorbic acid was 
undertaken in Great Britain by Roche Products 
Ltd.; by 1940 the output had risen to many 
tons per annum, 


In spite of the considerable amount of investiga- 
tion and research carried out, there is still much 


bo 


ROCHE PRODUCTS LTD -WELWYN GARDEN CITY - ENGLAND 


to be learned regarding the function of vitamin C in 
the body. There seems every reason to believe that 
with increasing knowledge there will be an even 
wider field of use for vitamin C as a prophylactic 
and therapeutic agent. 
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Vitamins 


Since the first synthetic vitamin was intro- 
duced ten years ago as ‘Redoxon’ lzvo- 
Ascorbic Acid, Roche Products Ltd. have 
directed ever-increasing care to the 
manufacture of other vitamins, notably 
‘Benerva’ B, (aneurin) and ‘ Beflavit’ B, 
(riboflavin). Oil-soluble vitamins are also 
made by Roche: ‘Ephynal’ Vitamin E 
and ‘Synkavit’ Vitamin K analogue. 


Further information on request 
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Reliable 
Pituitary Produets 


‘*PITUITRIN’ 


‘ Pituitrin,’ the first posterior pituitary extract to be placed at the disposal of 
the medica} profession, was introduced in 1908 and is still a premier product 
of its class. Parke, Davis & Co.’s research workers showed in 1927 that 
there are at least two active principles in ‘Pituitrin.’ These are now 
available in ‘ Pitocin’ (the oxytocic principle) and ‘ Pitressin’ (the pressor 
and antidiuretic principle). 
In boxes of 6 and 12 ampoules of 
0°5 c.c. and 1 c.c. 


‘PITOCIN’ 


Fourteen years ago ‘ Pitocin’ was introduced to the medical profession. The 
development of ‘ Pitocin’ made it possible for the first time to administer the 
posterior pituitary oxytocic hormone without any significant amount of 
pressor hormone—and with only a minimum of extraneous proteins. The 
clinical advantages of this product in hypertensive patients and in post- 
partum hemorrhage were soon recognized. An increasing number of 
prominent obstetricians are now adopting ‘ Pitocin’ for routine use. They 
prefer it not only for cases of nephritis, eclampsia and pre-eclampsia but for 
every obstetrical patient. Its exceptional purity, standardized potency, and 
general reliability make it an outstanding oxytocic preparation. 


In boxes of 6 and 12 ampoules of 
c.c. and 1 c.c. 


‘PITRESSIN’ 


‘ Pitressin ’ is standardized to contain 20 pressor units per c.c. It is indicated 
for the relief of post-operative intestinal stasis and for the prevention of post- 
operative shock and collapse. It has also proved of great service in the 
elimination of gas-shadows in abdominal radiography. 

In boxes of 6 and 12 ampoules of 

0°5 c.c.and1c.c. ‘ PITRESSIN’ TANNATE 

IN OllL—especially indicated for con- 

trolling polyuria in diabetes insipidus— 

is available in boxes of 6 ampoules 

of 1 c.c. 


PARKE, DAVIS & CO. 
530, Beak St., London, W.1 


Inc. U.S.A., Lid. 
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War Emergency Pack 


for the prevention and 
treatment of COLDS 


The common cold probably occasions a greater National loss of time 
and efficiency than any other single cause. Many factors govern 
successful overthrow of infection, but in the last resort the body’s own 
defences decide the issue. SEROCALCIN has proved the most efficient 
weapon for reinforcing these natural defences. A dosage of three tablets 
given three times daily after food usually clears up an attack within three 
days ; treatment should be commenced as early as possible. There are no 
reactions or other unpleasant side effects and SEROCALCIN is as safe 
and efficient for children as adults. Prophylaxis with SEROCALCIN 
is equally successful. 


Immunity of four months’ duration 


°. follows a prophylactic course consis- 
| ting of two tablets daily (one morning 
and evening after food) for thirty 

SO (7 consecutive days. 


IN PREVENTS COLDS | 


HARWOODS LABORATORIES LTD., WATFORD, HERTS 
Telephone :- WATFORD 4457 
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SULPHONAMIDE DERMATITIS 
FURTHER OBSERVATIONS 
WITH SPECIAL REFERENCE TO TREATMENT AND PREVENTION 


I. KLORFAJN 
M D BRUSSELS 
CIVILIAN MEDICAL PRACTI- 
TIONER ATTACHED TO 
A MILITARY HOSPITAL, 
MEF 


BERNARD C. TATE, MD CAMB. 
FRCP; LIEUT.-COLONEL RAMC 
ADVISER IN DERMATOLOGY MEF 

PHYSICIAN I/C SKIN DEPART- 
MENT, QUEEN ELIZABETH 
HOSPITAL, BIRMINGHAM 


IN a previous paper we described epidermal sensitisa- 
tion caused by local application of sulphonamides to the 
skin (Tate and Klorfajn 1944). A procedure for desensi- 
tisation was outlined, but the attendant reactions were 
often extremely severe. The method has now been 
modified so that complete desensitisation is achieved with 
a minimum of discomfort. A means of preventing this 
type of sensitisation has also been devised. 

Since our first paper was written, several others have 
been encountered. 

Livingood and Pillsbury (1943) reported 12 cases of cutane- 
ous sensitisation after local application of sulphathiazole. 
The eruption provoked by subsequent oral administration of 
the drug was accompanied by constitutional symptoms, but 
there were no changes in the blood-count nor signs of hepatic 
or renal damage. The reactions recurred, but with diminish- 
ing intensity, when sulphathiazole was given a second and 
third time. In the light of our observations there can be no 
doubt that this decrease in the severity of the reactions was 
due to partial desensitisation. 

Cohen, Thomas and Kalisch (1943) described 2 cases of 
sulphathiazole dermatitis, confirmed by oral administration 
of the drug, but with negative patch-tests. Weiner (1943), 
however, obtained positive patch-tests in 4 cases. In 3 of 4 
cases reported by Shaffer, Lentz and McGuire (1943) some 
evidence of circulating antibodies in the blood was obtained 
by passive transfer tests, an observation which we, using a 
different technique, have so far been unable to confirm. 
Other cases of sulphanilamide sensitisation have been reported 
in the Middle East by MacGregor (1943) and Park (1943), 
whose attention had been directed t6 the condition by one of 
us (B.C. T.); Calnan (1943) and Willcox (1943) have observed 
similar cases in England. 


It seems probable that this complication of topical 
sulphonamide therapy is relatively common. Sensitisa- 
tion may be more specific than we have suggested : 
sulphadiazine given to 4 of Livingood and Pillsbury’s 
cases produced a slight reaction in 1 only ; and in 2 of 
Weiner’s cases patch-tests to other sulphonamides were 
negative, although, as we have shown, this test as usually 
applied can be misleading. Nearly all our patients were 
sensitised originally to sulphanilamide: possibly this 
drug produces a wider range of sensitisation than 
sulphathiazole. 


DESENSITISATION 


The original procedure was to give relatively large 
doses by mouth, daily, persisting in spite of the resulting 
eczema and continuing until the reaction subsided. It 
became apparent, however, that the quantity of drug 
required varied with the degree and extent of sensitisa- 
tion ; and it was also found that, for each patient, there 
is a threshold dose below which no reaction occurs, and 
that amounts slightly in excess of this produce only mild 
symptoms. It therefore seemed probable that some- 
thing between the minimum threshold dose and that 
producing a maximum reaction would desensitise with 
little discomfort to the patient, provided treatment were 
sufficiently prolonged. 

Experience has confirmed this supposition, and em 
method has been successfully employed in 30 cases. 
Table 1 summarises the reactions in 5 representative 
examples. 

The correlation between the degree of sensitisation and 
the quantity of drug required was more apparent than 
when large doses were employed. A point of equal 
importance is the duration of treatment—e.g., 3-0 
grammes spread evenly over two or three weeks produces 
far more complete desensitisation than a larger dose given 
inoneday. This was not fully appreciated at first because 
completion of the process was judged by faulty criteria. 


6322 


ARTICLES 


Neither disappearance of the eruption nor the patch- 
test if applied while the drug is still being given are 
reliable guides to the end-point of desensitisation. Thus 
when the eruption had cleared an increased dose some- 
times caused a recrudescence (cases 3, 4 and 5). Or if 
treatment is stopped as soon as the patch-test is negative 
and the skin clear, after an interval the patch-test may 
become positive again, and repetition of the same dose, 
or sometimes even a smaller dose, may cause a further 
reaction. This resensitisation increases for 7-10 days, 
but does not attain the original level. A further course 
again desensitises ; but however high the dose, the pro- 
cess is completed only if treatment is continued long 
enough, 

Optimum dosage.—0-125 g., twice daily, produced only 
slight or moderate symptoms in niost of the patients, 
none at all in two (cf. case 1); but even this dose caused 
severe reactions in two (cf. case 5). Another patient now 
under treatment, whose strongly positive patch-test also 
evoked a slight generalised eruption, responded with a 
fairly severe reaction to 0-06 g. 

It is clear then that the dosage which will desensitise in 
the minimum time with the least discomfort is a highly 
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TABLE I—EFFECT OF DESENSITISATION WITH 0-125 G. TWICE 


DAILY 
Amount 
of 
i an Reaction to large test 
Case Initial reaction period of dono later 
admini- 
stration 
1 nil 0-75 @. Moderate eczema in area 
(3 day = of original dressings 
2 | Slight patchy eczema, 3-75 g. nil 
subsiding by 9th day (15days) 
3 Moderate eczema face, 5:25 Slight erythema and 
neck, arms, hands, legs (21 days) itching 
and feet k 
4 Moderate eczema arms, 5:25 ¢. Slight vesicular eczema in 
forearms, legs. Gone (21 days) areas of original dress- 
after 12 days ings ; oedema of hands ; 
fainting attack 33 hrs. 
after first dose of 2-0 g. 
5 | Severe generalised Moderate generalised 


5-25 g. 
eczema with cedema, (21 days) 
subsiding by 8th day. 
Temperature 103° F. 
2nd day. Depression 
and drowsiness, im- 

—_— from 7th day. 
eucocytosis and eosi- 
nophilia 


eczema; eosinophilia ; 
raised ESR 


individual matter, depending on the degree of sensitisa- 
tion, which cannot be measured accurately but must be 
judged by the effect of a test dose. 

0-125 g. is given as a preliminary test. It is continued, 
twice daily, if, as in most cases, only slight or moderate 
symptoms ensue, but reduced if the reaction is severe. 
When the resulting eruption has disappeared, or nearly 
disappeared, the dose is doubled, and when any further 
reaction has died down the amount is again increased. 
As soon as an increment fails to cause a reaction, the 
patient is tested with a large dose, 2-0 g. followed by two 
further doses each of 1:0 g. at 4-hourly intervals. 
Whether or not this provokes a reaction, treatment must 
be continued beyond this point if desensitisation is to be 
complete. If it does cause a reaction, the previous dose 
is increased ; for example, if the dose before the test was 
0-25 g., itis increased to 0-5 g. and the patient is re-tested 
when the skin is clear again. When the large test dose 
no longer produces any reaction, the dose which was 
being given immediately before this negative test is 
continued for a further 14 days. Treatment is then 
suspended for 10 days, and the patient is re-tested with a 
large dose to make certain that desensitisation is complete. 

An increase of dose during treatment is not essential : 
some cases have been completely destnsitised by continu- 
ing the original dose to the end; but the increments 
serve as a guide to progress and save time. 

Precautions.—Treatment should not be started until 
any eruption from previous contact with, or administra- 
tion of, the drug has disappeared ; otherwise symptoms 
may be unnecessarily severe. Exposure to direct 
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sunshine may greatly aggravate the reaction and must 
be avoided. A check on the leucocyte count is, of course, 
advisable. 

Constitutional disturbances during treatment.—These, 
when present, were commensurate with the extent and 
severity of the cutaneous reaction. Three patients had 
raised temperatures, reaching 103° F. in case 5, during 
the early part of the course, and another developed a 
temperature of 101° F. for a few hours on the 5th day. 
Slight rigors occurred in several cases about 3 hours after 
the first dose ; and one patient (case 4) fainted 3? hours 
after the first instalment of a large test dose. Another 
suffered from deafness and impaired vision during the 
whole course of treatment, but unfortunately these 
symptoms were not investigated further. In one case 
there was slight mental confusion on the 2nd day of 
treatment ; and intense mental depression developed in 
ease 5, worst on the 6th day, but improvement was 
steady from the 7th day onwards. An attempt had 
previously been made to start desensitisation in case 5 
when a fairly extensive eczema due to the original local 
applications was still present. Two doses of 0-125 g. 
caused rapid rise of temperature to 104-5° F., with great 
intensification of the eruption, and the patient became 
almost comatose, remaining very drowsy for several days. 
This is the only case, so far, which has given cause for 
anxiety since desensitisation with small doses was started. 
It emphasises the importance of delaying treatment 
until any existing reaction has completely subsided. 

With larger doses, as originally employed, symptoms 
were similar but commoner and much more severe. The 
danger of giving the usual therapeutic doses to a sensitised 
patient is illustrated by the following :— 

Case 6.—Aged 25. After treatment for ‘ desert sores ” 
with sulphanilamide powder, applied twice daily for a week, 
he was admitted to a military hospital with a slight rash, the 
nature of which was not recognised. Sulphanilamide was 
given, 1-0 g. 4-hourly, and after 4-0 g. generalised eczema 
broke out. The drug was continued, and next day the patient 
became unconscious, remaining so for two days. (He has 
since been desensitised by small doses, with a moderate 
reaction only.) 

A symptom of special interest is urticaria, seen in two 
cases when the dose of sulphanilamide was substantially 
increased after the usual eczema reaction had almost 
gone. Continued administration of this same increased 
dose, however, was followed by disappearance of the 
rash—i.e., the same principle of desensitisation was as 
successful in urticaria as in eczema. . 

Blood changes during treatment.—Changes in the blood- 
count, slight or absent in some cases but considerable 
in others, seem to depend, like the other constitutional 
manifestations, on the severity and extent of the cutane- 
ous reaction. Early polymorphonuclear leucocytosis, 
followed by eosinophilia and increase of lymphocytes 
were the most constant changes. Platelets have varied 
from 200,000 to 700,000 per c.mm. The erythrocyte 
sedimentation-rate was increased in several of the more 
severe cases. Serum proteins, estimated in three cases, 
showed a slight relative increase of globulin. 

The changes observed were not always strictly contem- 
poraneous with the cutaneous manifestations. In some 
cases the eosinophil and lymphocyte count continued to 

rise for a time with improvement in the skin condition. 
Unfortunately pressure of routine work prevented 
examinations being made in all cases at the same time 
of day, as they must be for accurate comparisons and 
definite conclusions. Table 11 shows the changes in the 
blood-count in a highly sensitised subject (case 5). 

Permanence of desensitised state-—It seems that if 
desensitisation has been complete, spontaneous resensi- 
tisation does not take place. One patient, examined 7 
months after treatment, did break out in eczema after 
taking sulphanilamide, but the end-point \had been 
judged solely by the patch-test applied immediately at 
the end of a course of 22 g. compressed into a week. 
Two months later however, after a further course, there 
were no signs of sensitisation. Three other patients 
who received longer treatment showed no reaction to the 
patch-test or to oral administration of the drug after 9, 
7 and 6 months respectively. 

An interesting point is that further local applications 
failed to resensitise two patients, each of whom had 40 
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TABLE II—BLOOD CHANGES DURING DESENSITISATION OF 


CASE 5 
| Total | | 3 Be 4 
perc.mm % % | % | % 
2 ©0125 Eezema sev- 18,200 80) 15 0 
b.d. ere; temp. 
102° F. 
5 0-125 Eezema sev- 11,600 57 24 4 15 | 0 
b.d. ere; temp. 
normal 
9 0-125 Eezema sub- 13,000 66 29 3 2 0 
b.d, siding 
22 ‘0 Eezema_ re- 21,400 | 35 39 2 24 0 
t.d.s. appearing 
25 1-0 Eczema sub- 16,200 25 16 1 58 0 


t.d.s. siding 


27 None Skin nearly’ 15,800 8 28 0 62 


clear 
30 o None 12,600 39 28 2 30 1 
33 2 ” 4400 28 41 3 27 1 4 
35 8200 57 1 12; 0 


dressings of 10% sulphanilamide cream applied, one to 
scratched lesions of dermatitis herpetiformis, the other 
to autophytic excoriations. 

Group desensitisation.—In one case, when the eruption 
provoked by the initial small doses of sulphanilamide had 
subsided (i.e., before desensitisation was complete) a 
change to the same dose of sulphapyridine caused a slight 
recrudescence with cedema of the eyelids. This soon 
disappeared however, with further administration of 
sulphapyridine, and complete desensitisation to both 
drugs was achieved. It is not yet known how far the 
different sulphonamides are interchangeable in treat- 
ment, but it seems that if desensitisation to the original 
allergen i is complete, any coincident sensitisation to other 
members of the group is also abolished. 


NATURE OF SENSITISATION AND DESENSITISATION 


(a). Passive transfer tests —Examination was made for 
circulating antibody, by passive transfer, before 
desensitisation, both when the eruption was active 
and increasing, and after it had disappeared; and, in 
two cases, 10 days and 5 weeks respectively after 
desénsitisation. 


The serum under test was injected intradermally into a 
normal subject who, 24 hours later, was given 2-0 g. of 
sulphanilamide by mouth, followed by two ‘urther doses 
each 1-0 gi at intervals of 4 hours. The procedure was also 
repeated with two and three injections of serum into the same 
site at intervals of 24 hours, the test dose of sulphanilamide 
being given in each case 24 hours after the last injection. In 
one case, 24 hours after injection of serum from a highly 
sensitised patient, the site was lightly scarified and a sulph- 
anilamide patch-test was applied for 48 hours. 

Oral administration of the drug, rather than application of 
patch-tests to the sites of injection, was employed in most of 
these tests because it is a more delicate proof of sensitisation ; 
the normal Prausnitz-Kiistner technique may be more 
delicate still. 


In no case was the slightest reaction seen at the site 
where the serum had been injected. Presumably, 
therefore, antibody was not present in the circulating 
blood, except perhaps in extremely minute amounts, 
either before or after desensitisation. It may indeed be 
tentatively concluded that if antibody is concerned in 
sensitisation it is produced by the epidermis, to which it 
remains fixed; further, that desensitisation may result 
from neutralisation of antibody but cannot be due to 
protection of the cells by formation of free antibody in 
the blood and tissue fluids. - 
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(b) Blood concentrations of sulphanilamide during and 
after treatment.—Six doses of 0-125 g. of sulphanilamide 
were given at 12-hour intervals to sensitised patients, 
and the blood concentrations were estimated 3 hours 
after the 5th dose, and again 4 days after the 6th dose. 
In one case the procedure was repeated 14 days after the 
termination of a 9 days’ course of 3-0 g. daily; in 
another, 5 doses of 0-125 g. were repeated after a full 
desensitisation course. (N.B.—The large doses em- 
ployed in these estimations were for the purposes of 
investigation, not primarily for desensitisation.) The 
results in these two representative cases, with those in 
three normal controls, are shown in table 11. All cases, 
including the controls, were examined to exclude renal 
disease. 

The figures after the first series of small doses were 
significantly lower for the sensitised cases than for the 
controls, especially after the 4 days’ interval. This dis- 
appearance of sulphanilamide from the blood was not 
due to increased urinary excretion, as estimations proved: 
the drug must have entered into some combination, 
presumably with antibody in the epidermis. In case 6, 
after the 9 days’ course, the figures were much higher 
than before, and this time no reaction was provoked by 
these small doses. The concentration of free drug after 
the 5th dose, and of both free and total after the 4 days’ 
interval, were, however, still less than in the controls ; 
and it was therefore assumed that most but not all of the 
antibody had been neutralised. This was confirmed by 
subsequent administration of large doses which caused a 
further slight eczematous eruption. In case 7, after a 
full desensitisation course, the results were comparable 
with the controls and desensitisation was found to be 
complete. 

Blood concentrations were also estimated on the 2nd, 
5th, 9th and 11th days after completion of courses of 
3-0 g. daily extending over 7 days in one case and 9 days 
in others. The results in 4 representative examples and 
2 controls are shown in table Iv. 

In the normal controls the concentration of both free 
and total sulphanilamide fell steadily, but in case 6 there 
was an actual increase of total on the 11th day, and in 
-ases 9 and 10 an increase of the free drug on the 9th day 
after the first course.. An increase in the total sulphanil- 
amide might represent the appearance in the blood of an 


TABLE IIIL—CONCENTRATION OF SULPHANILAMIDE IN BLOOD 
(MG. PER 100 C.CM.) AFTER FIVE OR SIX DOSES OF 0:125 &. 
AT 12-HOUR INTERVALS 


3 hrs. after 4 days after 


. 5th dose 6th dose 
Case 
Free Total Free Total 
6—Before | 9 days’ course 0-28 0-52 0-03 0-1 
After (3g.daily) 0-28 1-0 0-14 0:27 
7—Before \ full desensiti-{ 0:3 0-44 0-08 0-15 
After sationcourse | 0-5 0-9 4a 
Control 0°33 10 0-2 0-55 
Control 0-5 1-25 
Control 0-45 0-9 0-2 0-5 


allergen-antibody compound in course of excretion: an 
increase of the free drug must be due to dissociation of 
such a compound, which would presumably leave behind 
antibody still fixed to the epidermis. On this assump- 
tion it was predicted that in cases 9 and 10 a further 
course would produce fresh symptoms: this prediction 
was fulfilled. In case 6 the second course was in fact 
also accompanied with a very slight eruption. As would 
be expected from the figures, the reaction during the 
second course was greatest in case 10. This case also 
showed a slight increase of the free drug on the 11th day 
after the second course, and again a very mild reaction 
resulted from a third course. Some antibody may have 
remained in case 8, for the total sulphanilamide was the 
same on the 9th day as on the 5th day after the first 
course, and there was a very slight increase on the 9th 
day after the second course. The amount of residual 
antibody however, according to these figures, would be 
very minute, and, as was anticipated, no symptoms 
oceurred during the second course. 


Many other estimations have been made, which are all 
in general agreement. It is calculated that there may be 
an error of -++- 0:02 mg. per 100 c.cm. in these results, but 
with due allowance for that, the figures warrant the 


TABLE IV—BLOOD CONCENTRATIONS (MG. PER 100 c.CM.) 
2-11 DAYS AFTER TAKING 3-0 G. SULPHANILAMIDE DAILY 
FOR 9 DAYS 


2nd day 5th day 9th day lith day 
Case 
Free Total Free Total Free Total Free | Total 
Control A 0-36 1-2 trace 0-26 nil 0-12 nil | trace 
Control B 0-7 18 ‘trace 0:3 trace 0-11 
6—I1st course 0-5 1-6 0-1 0-5 0-09 6-22 trace 
2nd course 0-6 13 trace 0-22 |trace 0:18 trace 0:17 
&—Ist course .. trace) 0-1 |trace 0-1 nil trace 
2nd course 0-28 1-0 nil 0-08 |trace 0:15 nil trace 
9—Ist course 0-25 0-87 0-07 0:22 0-09 0-15 0-08 0-12 
2nd course 0-3 0-8 trace 0-09 trace 0:16 trace 0-1 
10—Ist course * 1-7 25 | 0-1 0-31 0-18 0-3 trace 0-15 
2nd course 0-38 1-2 \trace 0-2 trace, 0-09 0-07 O11 
* Course lasted only 7 days. 


tentative conclusions we have drawn. They afford a 
satisfactory theoretical] basis for the clinical observations 
relating to desensitisation, resensitisation, and the 
importance of adequate duration of treatment. 


PREVENTION OF SENSITISATION 

If desensitisation results from neutralisation of anti- 
body, it should be possible to prevent sensitisation by 
using up the antibody as fast as it is formed. It should, 
indeed, be safe to apply the drug locally provided it is 
given simultaneously by mouth in adequate doses; a 
hypothesis which can be proven only by treating in this 
way patients who are known to be susceptible of sensi- 
tisation. The following cases seem to comply with this 
condition : 

CasE 11.—Aged 28. Admitted June 4, 1943, with general- 
ised septic eczema following sulphanilamide applications to 
an eruption, probably seborrheic dermatitis, of his right ear 
and side of the face. Partial desensitisation was carried out 
with a week’s course of 21 g. between July 5 and 12, which 
caused a severe reaction. On Sept. 12 dressings of 10% 
sulphanilamide cream were applied to the face and scalp, 
which still showed signs of seborrhaic dermatitis, and next 
day, after the 3rd dressing, acute weeping vesicular eczema, 
accompanied with cedema, broke out on the face, scalp, neck, 
hands and forearms. Dressings were stopped, and on Sept. 
14, when the eruption had also appeared on the legs and feet, 
3 doses of 0-5 g. of sulphanilamide were given at 4-hourly 
intervals. On the 15th the weeping was much less and the 
cedema nearly gone. Oral treatment was continued, and in 
addition twice-daily dressings, to the whole affected area, 
were restarted. This combined treatment was persisted in 
for a week, and in spite of the local applications, improvement 
was steady. The dressings were stopped on Sept. 21 and oral 
therapy two days later. On Oct. 3 oral administration was 
started again, with 0-125 g. twice daily, and this caused a 
fresh generalised outbreak of eczema, though much milder 
than before, which was subsiding by Oct. 6 when the dose was 
doubled. Next day the dressings were again applied and 
continued for 3 days, in spite of which improvement was 
maintained. .Oral therapy alone was then given to complete 
desensitisation. 


Although this patient had been partly desensitised, the 
skin still reacted vigorously on Sept. 13 to local applica- 
tions of sulphanilamide. The administration of 1-5 g. 
on Sept. 14 presumably neutralised the available anti- 
body, and from then on, with continued oral administra- 
tion, local applications could be made with impunity. 
The reaction provoked on Oct. 3 by a small dose, after a 
10 days’ interval, shows that desensitisation was far from 
complete when the dressings were applied : symptoms 
were prevented by the oral treatment. 

CasE 12.—Aged 35. Admitted Dec. 4, 1943, with a severe 


spreading infective dermatitis surrounding a septic raw area 
where his right 5th toe had been amputated. Sulphanilamide 


25 
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powder and dressings had been applied frequently. On Jan. 
22, when the wound was still very septic though the dermatitis 
had disappeared, treatment began with 0-25 g. of sulphanil- 
amide twice daily by mouth and 10% sulphanilamide cream 
locally. Acute weeping vesicular eczema broke out the same 
day on the whole area previously affected. The oral dose was 
doubled and the dressings continued, and by Feb. 2 no trace 
of eczema remained. The dose was then reduced to 0-25 g. 
three times daily, but no further signs of sensitisation 
appeared. 


Case 13.—Aged 27. Admitted with deep undermining 
spreading ulceratign of the back of his neck following 
carbuncles. Bacteriological examinations (repeated) revealed 
Staph. aureus and B. pyocyaneus. On Aug. 5, 1943, twice- 
daily dressings with 5% sulphathiazole paste were started, 
all other treatments having failed to control the condition. 
Improvement was immediate and rapid until Aug. 10 when 
vesicular eczema broke out in the area covered by the 
dressings. 0:5 g. sulphathiazole, followed by two further 
doses of 0-25 g., was given on Aug. 11, and thereafter 
0-25 g. was continued twice daily, the dressings still being 
applied as before. By the 15th the eczema was subsiding 
and it disappeared completely in spite of the local applica- 
tions. On Oct. 10 the ulcers were aimost healed, but again 
slight eczema broke out. The dose of sulphathiazole was in- 
creased to 1-0 g. three times daily, and next day, in addition 
to the local eruption, mild vesicular eczema appeared on the 
hands and chin. This had almost gone by Oct. 10 and again 
the skin cleared completely in — of continued local 
treatment. 


In both these cases, proved to be susceptible of 
sensitisation, local applications were made with impunity 
when preventive oral therapy was instituted. In case 13 
some sensitisation did eventually appear, but a raised 
dose once more gave protection. Special emphasis is 
laid on the time required for sensitisation to appear in this 
case—5 days with local treatment alone, 8 weeks with 
combined therapy, and even then the degree was slight. 

As would be expected, according to the neutralisation 
hypothesis, a certain minimum dose is necessary. Three 
patients receiving only 1 grain of sulphanilamide twice 
daily showed signs of sensitisation after 9, 11 and 18 days, 
but again increase of the dose was successful. 

This is not, of course, prevention in the true sense : the 
method simply aims at desensitising as fast as sensitisa- 
tion occurs. In case 11, it will be noticed, combined 
treatment failed to evoke any eruption even though a 
considerable degree of sensitisation was present. This is, 
however, not the same as the latent sensitisation which 
may develop, sometimes to a high degree, when local 
applications only are employed ; a phenomenon. illus- 
trated by the following case :— 


CasE 14.—Aged 35. Admitted Sept. 13, 1943, with infec- 
tive dermatitis, which cleared completely with dressings of 
10% sulphanilamide cream. On the 22nd 2-0 g. sulphanil- 
amide was given, followed by two further doses of 1-0 g. at 4- 
hourly intervals. About 3 hours after the first dose oedema 
and redness of his forearms developed, and within 24 hours 
vesicular eczema was present. The eruption disappeared 
with continued administration of the drug. 


Here sensitisation, produced but not made manifest 
by local applications, was revealed by subsequent oral 
administration of the drug. In the preceding cases the 
sensitisation produced and revealed by local treatment 
was abolished, and its reappearance prevented by oral 
therapy. The full significance of latent sensitisation will 
be discussed later: its occurrence emphasises the need 
for careful testing at the end of treatment in all cases 
receiving local therapy. 

Optimum preventive dose.—0-25 g. twice daily is usually 
adequate, though larger amounts (0-5 or 1-0 g.) may be 
given with advantage when the lesions are extensive. 
In the rare cases where very lengthy treatment is 
necessary (e.g., case 13) it is advisable periodically to 
suspend local therapy, continuing oral administration, 
however, for a few days every week or so. 

To ensure complete absence of sensitisation, oral 
therapy should go on for two weeks after completion of 
treatment, and the patient should be tested with a large 
dose after a further 10 days. But in practice continua- 
tion of oral therapy for one week seems to be satisfactory. 
No instance of sensitisation has been observed in over 
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200 cases treated by this method. (N.B.—When the 
depth of the lesion is such that the drug is absorbed in 
considerable amounts, as with large wounds and severe 
burns, oral administration is, of course, superfluous.) 

Complications.—Sensitivity to sunlight, the only 
complication so far encountered, was seen in one case : 

CasE 15.—Aged 31. After 4 days of combined therapy for 
impetigo, by which time his skin was almost clear, the patient 
spent 10 minutes in direct, intense sunlight. Twelve hours 
later he experienced irritation, and after a further 84 hours 
there was an eczematous rash on all the exposed parts. Ad 
ministration of 3-0 g. sulphanilamide on each of 2 successive 
days did not intensify the eruption. A further exposure to 
sun for 4 hour six days later caused erythema, but a longer 
exposure 3 days later still was without effect. 


Drug sensitisation had not been actually manifest, but 
in other respects this case is similar to those described in 
our previous paper. 

DISCUSSION 


The phenomena of this type of sensitisation are most 
easily, though not necessarily correctly, explained by 
assuming that some new substance is formed by the 
epidermis to which it remains fixed. In accordance with 
common usage we have called this hypothetical substance 
antibody. 

Desensitisation presumably results from neutralisation 
of the antibody with allergen. Strongly supporting this 
hypothesis are the correlation between the degree of 
sensitisation and the quantity of allergen required for 
desensitisation ; and, more conclusive still, the dis- 
appearance of sulphanilamide from the blood after its 
administration to a sensitised patient (table 11). Re- 
sensitisation and reappearance of the drug in the blood 
after too brief treatment show, however, that the 
reaction between allergen and antibody cannot be a 
simple neutralisation as between acids and bases. Its 
behaviour is that of a reversible reaction, governed by the 
law of mass action, the products of which are only slowly 


eliminated. It may be expressed crudely by the following 
equation : 
A (allergen) + B (antibody). "C+D 


fixed to epidermis. Products of the reaction, 


slowly excreted. 

In the sensitised subject, after contact with the drug 
has ceased, and time has been allowed for its excretion, all 
that remains is B. If now A is added, by oral admini- 
stration, the reaction proceeds rapidly at first from left 
to right, then slows down as C and D accumulate, until 
approximate equilibrium is reached. But if C and D are 

eliminated, even slowly, and the concentration of A is 
kept constant by continued administration, tiue equili- 
brium will never be reached: the reaction will proceed 
slowly until the whole of B is exhausted and desensitisa- 
tion will be complete. As the reaction approaches 
equilibrium, the amount of chemical change, hence the 
quantity of energy liberated, becomes less and less until 
it is insufficient to produce symptoms. 

With low concentrations of A, approximate equilibrium 
will be reached with a considerable quantity of B still 
present ; and a substantial increase of A at this point will 
again drive the reaction rapidly from left to right, with 
the production of a fresh eruption (cf. cases 3, 4 and 5). 
With a high concentration of A, on the other hand, the 
amount of B still present will be very small when approxi- 
mate equilibrium is reached; and the addition of a 
further amount of A, as in a patch-test, will be without 
visible effect. If, however, at this point, by discontinu- 
ing the drug, the concentration of A is reduced, the re- 
action proceeds from right to left, going on to completion 
since sulphanilamide is excreted fairly rapidly. <A 
considerable quantity of B therefore accumulates 
once more (i.e., resensitisation occurs) and the patch- 
test becomes positive, again. But the amount of 
reformed B must be less than that originally present, 
because some of the products C and D will have been 
excreted. Again this accords with the observed facts, 
and explains why treatment for only a short period 
reduces the degree of sensitisation but fails to desensitise 
completely, however large the dose. Clinical observation 
and estimations of sulphanilamide in the blood (table Iv) 
show that this reverse reaction takes about 7-10 days for 
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completion. The time required for excretion of the 
allergen-antibody compound seems to be about 14 days, 
because, for complete desensitisation, this is the period 
over which, it has been observed, the drug must be 
continued after a large increase of dose has failed to cause 
symptoms—i.e., presumably after the whole of the 
antibody has been neutralised. The rate of this excre- 
tion may vary in different subjects; hence we have 
insisted on the final test. 

When the drug is applied externally to a susceptible 
skin, it stimulates the formation of antibody with which 
it must immediately react. If the rate of formation of 
antibody is greater than the rate of excretion of the 
products of the reaction, the concentration of allergen 
remaining constant, it is obvious that the amount of 
antibody must steadily increase—i.e., the skin becomes 
more and more sensitised. At first, there are no symp- 
toms, because the quantity of antibody, and conse- 
quently the amount of energy liberated by the reaction, 
is small. Indeed, if the rates of antibody formation and 
excretion of the products of the reaction remain un- 
changed, and the concentration of allergen is constant, 
the whole process may be gradual and continuous, never 
liberating enough energy to produce symptoms, yet 
causing an ever-increasing degree of sensitisation. If 
now the concentration of the drug is suddenly much 
raised by oral administration, the whole chemical system 
is upset. In terms of the equation, the reaction proceeds 
rapidly from left to right, and, because the quantities of 
both A and B are now large, much energy is liberated 
and symptoms occur, perhaps with explosive violence— 
their severity of course depending on the amount of 
chemical change. This explains the behaviour of case 
14, and of those described by Tulloch (1943), in which a 
change from local to oral therapy appeared suddenly to 
produce sensitisation. Smaller increases of allergen, 
such as might accompany change of dressings, will cause 
correspondingly milder or more localised eruptions. 

In preventive treatment the concentration of allergen 
(A) is maintained at a high level from the staft, by oral 
administration. Again, as soon as the formation of 
antibody (B) commences, the reaction proceeds from 
left to right. Antibody is removed as fast as it is 
formed but the products C and D start to accumulate and 
a reverse reaction from right to left tends to occur. 
But if the concentration of A is kept high enough, and 
© and D are excreted even slowly, the velocity of the 
reaction from left to right remains for a long time greater 
than that of the reverse reaction, and so antibody does 
not accumulate in appreciable quantities. Should, 
however, the process continue long enough, a point may 
eventually be reached when the velocities of the two 
reactions are equal, and thereafter the concentration of 
B will slowly rise—i.e., the patient will become sensitised. 
The time required for this to take place will of course vary 
with the concentration of A and the rate of excretion of 
C and D, and inversely with the rate of production 
of B. Again this fits the observed facts (cases 11, 12 
and 13). 

If this hypothesis is correct, then abrupt cessation of 
treatment might, after some days, leave a certain degree 
of sensitisation. The products C and D will have 
accumulated in quantities depending on their rate of 
excretion and the rate of antibody formation. With- 
drawal of allergen (A) causes a reversal of the reaction, 
so that a certain amount of antibody (B) is reformed. 
Case 11 affords an example. Symptoms were prevented 
by oral administration of sulphanilamide when extensive 
local applications were being made; but after suspension 
of treatment for 10 days a fresh eruption was produced 
by only half the previous oral dose. Hence it is always 
necessary to continue oral administration of the drug for 
at least a week after cessation of local therapy, and to 
test carefully for sensitisation—preferably after a further 
7-10 days, but at any rate at the end of treatment. 

The question naturally arises why local applications 
stimulate antibody formation while oral administration 
apparently does not. It is by no means certain, however, 
that the route by which the drug reaches the skin does, 
in itself, make any difference to its action. For instance, 
it is conceivable that, with very small quantities of the 
drug, increasing concentrations stimulate antibody 
formation up to a certain maximum, and that amounts in 
excess of this act simply as a hapten. If this were so, 
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then, with local applications only, the antigenic power 
might well exceed the haptenic, since absorption through 
the skin is slow. It is also possible that something in 
inflammatory discharges combines with the drug, 
conferring on it antigenic properties, in which case the 
occurrence of sensitisation would depend on the relative 
quantities of free and combined drug present. With oral 
administration, only that small fraction of the drug 
coming into contact with the discharge would acquire 
antigenic properties ; the bulk of it would act as hapten. 
This may explain why two patients, after desensitisation, 
were not resensitised by further local applications. 
Their original lesions were, it seems, highly septic and 
inflamed, while those present after desensitisation showed 
little sepsis and this disappeared very quickly. 

It is unlikely that acetylation is related to antigenic 
power: with small doses (0-125 g.) of sulphanilamide, 

% or more appears to be acetylated in the blood, while 
with relatively large doses only 30-40% is acetylated. 
Yet desensitisation takes place in either case. 

The relation of sunlight to sensitisation is not quite 
clear. Although sulphonamides may perhaps act as 
photosensitisers, the behaviour of case 15, in which 
apparent allergy to sunlight developed during preventive 
treatment, could be equally well explained by assuming 
that sunlight acted as a catalyst, increasing the velocity 
of the ailergen-antibody reaction, and enabling it to 
proceed to completion. This explanation could also 
apply to the similar cases described in our previous paper, 
when such a possibility was not considered, desensitisa- 
tion then being tentatively regarded as an irreversible 
neutralisation. 

The constitutional symptoms which accompanied 
desensitisation in some cases—rigors, raised tempera- 
tures, fainting, blood changes, &c.—are essentially 
manifestations of anaphylactic shock. Their occurrence 
does not mean, however, that other organs besides the 
epidermis were sensitised. They were commensurate 
with the severity of the eruption and probably resulted 
from the systemic action of metabolites liberated from 
the epidermal cells, damaged in varying dégree by the 
energy set free from the allergen-antibody reaction. The 
actual products of this reaction, it may be remarked, 
must be relatively harmless, for the degree of resensitisa- 
tion seen after a short desensitisation course with high 
dosage proves that these products must in such cases still 
be present in considerable amount when symptoms have 
disappeared. The occurrence of urticaria in some cases 
may be due to dermal as well as epidermal sensitisation, 
though this is not certain; Lewis (1927) has shown that 
cell damage confined strictly to the epidermis can evoke 
an urticarial response. 

Although no evidence of systemic sensitisation has so 
far been encountered, there is no guarantee that it will 
not develop, and the question arises whether this risk 
should be taken. For most infective dermatoses local 
sulphonamide therapy is not in our experience superior 
to other methods of treatment, but there are instances 
(e.g., case 13) in which it seems to be of great value ; 
and since the main objection has been removed, by 
preventive oral therapy, its employment in carefully 
selected cases is considered justifiable. 

We have confined our remarks to epidermal sensitisa- 
tion to sulphonamides, but the method of desensitisation 
has proved equally successful in acriflavine and boric 
acid dermatitis ; and the principles enunciated are, we 
believe, applicable to the wider field of allergy in general. 


SUMMARY AND CONCLUSIONS 


1. Epidermal sensitisation to sulphonamides, caused 
by their local application to the skin, can be successfully 
treated and prevented by giving the same drugs, in 
suitable doses, by mouth. 

2. Practical methods of desensitisation and prevention 
are described. 

3. The underlying chemical basis of sensitisation and 
desensitisation is discussed. 


We wish to thank all who have codéperated in these 
investigations, especially Major H. Mavor, Ramo, and Major 
R. E. B. Hudson, ramc, for blood-counts, and Mr. D. H. 
Mackenzie, BA, Friends’ Ambulance Unit, for the biochemical 
estimations. 
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CAPTAIN BLOOM: DYSENTERY IN BRITISH PRISONERS OF WAR 


focr. 28, 1944 


DYSENTERY IN BRITISH PRISONERS OF WAR 
H. BLooM, MRCS} CAPTAIN RAMC 


From October, 1942, to April, 1943, I was in medical 
charge of British prisoners in an Italian hospital. All 
had been captured during the second fortnight of June, 
1942, during our disastrous retreat from Tobruk. They 
were herded into “‘ cages ” in various parts of Libya and 
Tripolitania, under Italian ‘‘ administration,’’ with no 
shelter and in semi-tropical heat. The diet, subminimal 
from the beginning, consisted mainly of about a handful 
of macaroni, 6 0z. of coarse brown bread, and a small piece 
of cheese, daily, and about an ounce of meat twice weekly. 

Scarcely any attempt was made to provide sanitation. 
The few unprotected trenches dug in the camps were soon 
filled, and overflowed. Flies were pestilential. In 
some camps 90% of the men developed dysentery. 
Many of them became so weak from starvation and 
incontinence that they remained lying beside the over- 
flowing “latrines.’”’ In one camp during July, 1942, 
19 out of 3000 men died. In another, during the three 
months July to September, 100 died. This mortality, 
beginning within a month of the capture of men who 
were fighting fit, gives one some idea of the appalling 
eonditions in North Africa. 

Some of the worst cases were brought over to Italy 
in batehes during October and November. They came 
in coal boats, tankers, and munition ships, under dread-~ 
ful conditions, and desperately ill and emaciated. In 
Caserta hospital, out of an unknown number of entries, 
the deaths from ‘* dysentery ”’ alone, apart from wounds, 
were 36 in October, 1942, 45in November, 42 in December, 
10 in January, 1943, 4 in February, and 2 in March and 
April. 

In all about 250 men passed through my hands. My 
work among them was greatly handicapped by the fact 
that I too was a prisoner. Prejudices had been inflamed 
needlessly, but when these were overcome I was given a 
completely free hand. Even the Italian diagnosis of 
nefrite for anasarca due to protein deficiency was dropped. 
At first my activities were viewed with grave, though 
polite, suspicion. Later, when I had learned to explain 
the men’s needs in Italian, the Sisters of Mercy and Red 
Cross nurses obtained everything possible in a country 
sadly depleted of food and necessities by the occupying 
Germans. The only facility for investigation, apart from 
clinical study, was a laboratory, to which I was not 
allowed access, and which examined only feces. The 
reports were made by an expert pathologist. The only 
reference book available was Hurst’s Medical Diseases 
of War, and some copies of the British Medical Journal 
not of recent date. 


STATE OF THE MEN ON ARRIVAL 


When they reached us, all these men were extremely 
emaciated and weak. Many could not walk. They were 
all heavily infested with lice, to which they were remark- 
ably insensitive. Their intense apathy to their surround- 
ings, to the lice, and to the future was striking. The 
eyes were sunken, and surrounded by a peculiar waxy 
area corresponding to the orbital aperture. The pre- 
dominating symptom in all was a severe dysentery, with 
tenesmus, and the passage of 20 or more motions a day, 
with pus, mucus, and streaks of blood. Many were 
incontinent. 

A large number of them showed definite evidence of 
deficiency states. (®dema varied from swelling of the 
ankles to massive oedema of the legs, oedema of the face, 
and ascites insome. The skin of the shins was atrophied 
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and pigmented, and the peripheral reflexes were absent. 
These were the gross symptoms, which appeared, on an 
average, three months after the onset of the dysentery, 
but in some cases within a few days. Other symptoms 
of vitamin deficiencies were coincident, or appeared 
during the next three months. 

Here is a description of three cases coming under my 
observation fairly late in the illness. 


Case 1.—L/Cpl. A, aged 21. Normal weight 160 Ib. 
Taken prisoner June 14, 1942. Intermittent diarrhoea, with- 
out blood or mucus, began July 15 ; became worse in October. 
Was given salts for one day, and became incontinent, with 
almost constant tenesmus. Began to lose weight rapidly. 
Regained sphincter control, but continued to pass 8 motions 
a day; no blood. 

On Nov. 1 he developed diphtheria, and from that date 
was given a purely milk diet. Incontinence again in Decem- 
ber, and ankles began to swell in January, 1943. Cidema 
extended very rapidly to his abdomen. On Jan. 30 he 
came under my care, together with an enormous quantity 
of tinned milk and invalid milk foods. Anasarca of the 
whole body and face extreme. Caput meduse and dis- 
tended thoracic veins seen through solid edema. Abdomen 
tense with fluid, but nothing abnormal palpable except a 
tender descending colon. Cardiac rhythm tic-tac, pulse 140. 
Extensive bedsores of sacral region, hips, backs of thighs and 
legs; inner aspects of thighs ulcerated through continuous 
apposition. Elbows and knees could not be extended beyond 
90° owing to contractures of the flexor muscles. Sebor- 
rheeic dermatitis of scalp and face, and pigmentation of skin 
of shins and arms. The unbroken skin of the back and abdo- 
men was acutely hypersensitive ; the first dressing produced 
reflex emptying of the bladder and rectum—a bedpanful of 
undigested milk curds. 

Milk was discontinued. On a diet containing 8 oz. meat, 
cheese, some macaroni, but no bread, improvement was 
dramatic. The bandages fell away on the second day, 
revealing extreme emaciation. Rectum and bladder contro! 
was regained on 4th day, with small pultaceous motions. 
Fissures appeared at angles of mouth, and tongue was red, 
smooth and sore. All cedema, except of feet and buttocks, 
disappeared by end of February, but ascites was increasing. 

An intensive course of sulphaguanidine beginning on Feb. 16 
was followed by marked improvement in ulcerative colitis : 
two pultaceous motions daily. On March 9 he was given 

1 c.em. mercury-theophylline diuretic, causing great reduction 
in ascites, and next day 0-5 c.cm. with further improvement. 
Two large bulle appeared on the left foot; trauma was 
definitely excluded. On March 15 a slight accidental injury 
to the shin drew blood very easily, but the clotting-time was 
apparently normal. Or March 26 there were several petechial 
hemorrhages on the abdominal wall. Chvostek’s sign strongly 
positive. Ascites again increasing. He died on April 20. 


Case 2.—L/Cpl. B, aged 31; journalist. Had dysentery 
with blood for 10 days in January, 1942, on first arriving in 
Egypt, and later had an operation for hemorrhoids. Was 
captured on June 2 and soon began to lose weight. June 12: 
12 motions daily, without blood. Diarrhea with further 
loss of weight continued until July 15, when he reported blood 
and mucus, and was given ‘salts.’ By October he was 
incontinent and extremely emaciated, and was admitted into 
Tripoli Hospital, where he was given eggs, steaks, 20 injections 
of emetine and 6 of lecithin. He gradually improved but 
did not put on weight. In November a “lump ”’ on his right 
shin broke down into a large painful ulcer. 

He came under my care on Feb. 7. I could encircle his 
thigh with one hand. Ulcer showing no signs of healing. 
Seborrheic dermatitis of head, dry inelastic skin, pigmented 
shins, and cedematous ankles. First cardiac sound at apex 
very indistinct, but -no other abnormalities. Abdomen 
scaphoid with nothing palpable except a tender, narrow cord 
of descending colon. Extreme depression. 

Given diet containing 8 oz. meat, cheese, eggs and butter 
when available, porridge, lemon and oranges. Within a 
fortnight the ulcer was healing, his physical and mental 
condition had improved, and he was passing two pultaceous 
motionsaday. Feb. 22: intensive course of sulphaguanidine. 
Feb. 24: sudden collapse, with passage of blood and mucus 
and incontinence. Recovery with stimulants, warmth, and 
500 c.em. of glucose-saline intramuscularly. Improvement 
after this was very slow, and he died on March 24. 

Post mortem, heart, liver and kidneys were half normal 
eize. Right suprarenal could not be found. Pancreas was @ 
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quarter normal size. Mucosa of whole colon and lower half 
of ileum was strikingly atrophic. Musculature of colon was 
spastic. 

CasE 3.—Pte. C, aged 31. Captured June 14, 1942. 
Diarrhcea without blood began on Sept. 1, after which his 
motions never returned to normal. Oct. 15: cdema of 
ankles and face. Jan. 20, 1943: jaundice, with shivering, 
night-sweats, abdominal pain, and four green liquid motions 
daily. Feb. 7: liver enlarged, fibrillation of heart, and hema- 
turia once. Nursed flat on back. March 11: two liquid 
motions, black with altered blood. Dilated capillaries on face 
bled spontaneously. March 22: fibrillation improved to 
frequent extrasystoles. He received no specific treatment 
for cardiac condition. He gradually improved on meat, 
cheese, butter and eggs when available, and sulphaguanidine 
1g. daily. In December I was told he had recovered. 

EVIDENCE OF VITAMIN DEFICIENCY 

Vitamin A.—During November and December, 1942, 
5 men in a block containing 58 developed a 10-day 
periodic fever which I considered was trench fever. In 
January, 1943, 11 of these men developed catarrhal 
jaundice which was then epidemic in the Middle East. 
This high incidence of intercurrent infections may suggest 
a lack of vitamin A. Of 24 other men questioned, 6 
complained of night-blindness. Under these conditions, 
where lighting at night did not exist, there must have 
been many more in whom this symptom was present. 

Vitamin-B complex.—Symptoms of  beriberi were 
present in all the men, except Indians and South African 
natives; there were pains and tenderness in the limbs, 
loss of peripheral reflexes, and muscular atrophy (con- 
tractures in 1). Cardiac damage was apparent clinically 
in 8 An acute neuritis involving the pelvic visceral 
and somatic nerves was conspicuous in 3. Gross oedema 
Was common. but may have been due to protein deficiency. 

Many showed some or all the signs of riboflavine 
deficiency—fissures at the angles of the mouth, sebor- 
rheic dermatitis, glossitis, vascularisation and congestion 
of the cornea, easy fatigue, and (in 2 cases) unequal pupils. 

Symptoms of pellagra were often seen, including 
pigmentation and atrophy of the skin of the shins and 
wrists, and gastrointestinal symptoms which could not 
be separated from those’ produced by the ulcerative 
colitis. Many had a 5 le melancholia, and did 
not write letters for months, which led to pathetic 
inquiries from relatives. 

Vitamin C.—Some of the worst cases had hemorrhage 
from the intestine and kidneys, and petechial hemor- 
rhages in the skin over various parts of the body, appear- 
ing several months after the onset of the illness, and 
during a time when the consumption of lemons and 
oranges was high. The mouth changes characteristic 
of scurvy were never seen, perhaps because most of the 
men were dentally fit. I can produce no observations 
on anemia. 

Vitamin D.—Only the most seriously ill showed 
deficiency of vitamin D. The teeth of several turned 
black. One man the day before he died had 6 attacks 
of tetany with carpopedal spasm. L/Cpl. A and Pte. C 
both showed a strongly positive Chvostek’s sign, which 
disappeared in about a month under treatment with 
*Caleolact ’ and vitamin D. 


TYPE OF DYSENTERY 

In none was the onset of dysentery heralded by fever. 
Very few started with blood in the stools ; it came later, 
in streaks, and persisted (macroscopically or microscopic- 
ally) for months, with pus and mucus. Entameba 
histolytica was reported in all cases in the stools, but many 
other organisms coexisted in enormous numbers. Emetine 
had no influence whatever on the course of the dysen- 
tery, other than to cause the amceba to disappear from 
the stools. The major part of the infection, which was 
not amoebic and not specific, remained unresponsive 
to specific treatment. From the course of the disease, 
I regarded most of these dysenteries as mixed infections, 
implanted in men whose resistance to infection had been 
so shattered by starvation that even the normal sapro- 
phytes of the intestinal tract might become pathogenic. 


THERAPEUTIC PROBLEMS 


Many months after the onset of their illness, these men 
were continuing to receive the Italian risso diet of rice, 
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cheese, milk, and coarse brown wholemeal bread, but 
meat was being withheld. It soon became obvious that 
the essential factor in treatment was the diet. 

The brown bread was strictly forbidden, because it was 
found that the coarse grains acted as mechanieal irritants 
to the inflamed mucosa. It was replaced by porridge, 
puddings, and other foods from Red Cross parcels, and 
the improvement in these men, compared with those 
who continued to eat the bread, was very obvious. In 
addition 8 oz. of meat was given daily, obtained from Red 
Cross parcels, and otherwise, by fair means or foul. On 
this regime not only did the bowel symptoms improve, 
but the symptoms of vitamin-B deficiency gradually 
disappeared. One of the most gratifying results was 
the lifting of depression and resumption of letter- 
writing. 

Milk in large quantities was found to pass through 
the extensively damaged bowel in large undigested 
masses. This was proved time and time again when the 
frequency of the motions increased on a diet of Nestlé’s 
milk, when I tried to give easily digestible fat in this 
form. The improvement in L/Cpl. B when given meat 
instead of milk was dramatic. 

Concentrates of vitamins were almost unobtainable 
in Italy, and certainly not available to us. Vitamin 
deficiencies had to be made up in the diet, and from Red 
Cross food and invalid parcels—items from which were 
carefully selected. In these patients‘ Bemax,’ used as 
a source of vitamin B, was found to produce flatu- 
lence and increased motions. Lemons, oranges, grapes, 
tomatoes and other fruits were plentiful, and yet improve- 
ment was very slow. We had here, I considered, a 
vicious circle of disease, beginning with starvation, and 
followed by non-absorption of food and accessory 
factors from an extensively atrophied and ulcerated 
mucous membrane. 

Local treatment by washouts of the colon had no 
apparent effect, except to remove large accumulations of 
iron (when this had been given) from a semi-paralysed 
gut. 

Sulphaguanidine was received in February, 1943. 
Of 9 of the worst cases, still showing} blood, pus and 
mucus in the stools, 7 improved immensely on an inten- 
sive course. The drug apparently has some toxic pro- 
perties, but its great value is undoubted. It was also 
useful in cases given small doses over a period. 

The extreme emaciation, dehydration, and toxic 
conditions often called for urgent measures. Intra- 
venous glucose and saline, by long-continued drip, I 
never saw succeed, probably because the toxic heart was 
overwhelmed by a sudden influx of a comparatively large 
volume of fluid. But intramuscular injections of 250 
c.cm. twice daily were well tolerated and gave gocd 
results, and some cases might have been saved by this 
means had it been started before actual collapse took 
place. The indiscriminate use by the Italians of intra- 
muscular saline, even in cases of gross anasarca, at first 
prejudiced me. 

Most of these men had received fairly large doses of 
salts, not only when first seen, but also when the inevit- 
able exacerbation of diarrhoea occurred. The number of 
motions increased, with blood mucus and tenesmus. | 
was soon convinced that the indiscriminate dispensing 
of salts after labelling a man ‘‘ dysentery ”’ is a dangerc us 
practice, and it was apparently very prevalent in North 
Africa. 

Mercury-theophylline injections for anasarca produce 
dramatic results, and are apparently not contra-indicated 
by extensive disease of the bowel. 


SUMMARY AND CONCLUSIONS 

Clinical observations were made in an Italian hospital 
on about 250 British prisoners of war arriving from 
prison camps in North Africa. 

On arrival they were emaciated and apathetic, and 
were suffering severely from dysentery, often with 
incontinence.- They showed various symptoms and 
signs of vitamin deficiency. 

The hospital pathologist found Entameba histolytica 
in the stools, but the patients did not improve clinically 
under treatment with emetine. The dysentery may 
be attributed to mixed infection of the intestine in men 
weakened by starvation who had little resistance to 
organisms ordinarily non-pathogenic. 
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The relatively rapid development of vitamin deficjen- 
cies, and their persistence months after an adequate 
intake of vitamins had been secured, was probably the 
result not only of malnutrition but also of non-absorption 
from an atrophied and ulcerated bowel. 

In the treatment of these chronic infections of the 
lower bowel diet proved the most important factor. 
Meat was much more readily assimilated than milk, 
even when the disease was very extensive. Milk in 
large quantities may be definitely harmful. 

The condition of many of the men had been made 
worse by indiscriminate dosing with “ salts.” This is a 
dangerous practice. 

Sulphaguanidine was remarkably beneficial. 


My warm thanks are due to Prof. J. A. Ryle, of Oxford, 
for his advice in the preparation of this paper from my notes. 
Also to Lieut.-Colonel P. J. Richards, opr, RAMO, who sent 
the notes to me from Italy. 


FATTY DIARRHEA IN CHRONIC AND 
RELAPSING DYSENTERY 


Henry T. HOWAT, MB ST. AND., MRCP 
MAJOR RAMC 


A SPRUE-LIKE syndrome characterised by stomatitis 
and steatorrhoea occasionally supervenes in the course of 
dysentery. Thus Manson Bahr (1943) has shown that 
40-5% of his 200 sprue patients gave a history of ante- 
cedent intestinal disorder. The relationship of organic 
colon disease to functional failure of the small bowel 
appears to have been minimised in recent discussions 
of the sprue syndrome. 

While serving in the Middle East cases of chronic 
and relapsing dysentery of varied etiology have been 
seen, in the course of which stomatitis and steatorrhcea 
developed. Earlier cases of which case 1 is an example, 
were seen in prisoners-of-war and other soldiers, many 
of whom, in addition to inadequately treated dysentery, 
gave a history of inadequate diet; later cases were 
seen in British soldiers whose diet had been balanced 
and well-controlled. In this group cases seemed to 
become more and more common ; indeed, at one period 
in the dysentery off-season in 1943 six such cases were 
under supervision in one fifty-bedded dysentery ward. 
Cases 2-5 are consecutive examples from this group. 


CASE-HISTORIES 

CasE 1.—Cacal amebiasis and dietary deficiency.—A 
gunner who served throughout the siege of Malta. In the fall 
of 1941 he was treated in hospital for diarrhoea with blood and 
mucus in the stools. Intermittent diarrhea persisted 
throughout 1942, chiefly confined to the early morning. He 
noticed in late spring that his stools, still numerous, had 
become pale and bulky, and he was admitted to hospital as 
a case of sprue. Emetine was given empirically with no 
benefit. When seen in August, 1943, there was well-marked 
steatorrhea, with vegetative forms of Entameba histolytica 
and Trichomonas hominis recovered from rectal swabs. A 
second anti-ameebic course was given. Considerable improve- 
ment followed large doses of nicotinic acid by mouth, and 
parenteral liver extract ‘Campolon.’ Relapse ensued when 
the liver extract was stopped. 


CasE 2.—Relapsing Sonne dysentery—A corporal who 
developed diarrhoea in East Africa in April, 1942, for which 
he had a course of sulphaguanidine. Recurrences in July, 
1942, and September, 1942, in which Sonne bacilli were 
isolated, were treated by a second and a third course. Further 
sulphaguanidine was given in January, 1943, in an acute 
relapse of Sonne dysentery, followed by a short course of 
sulphapyridine for boils a month later. About this time he 
developed steatorrheea, which was present in June, 1943. 
No improvement followed hydrochloric acid and nicotinic 
acid in large doses by mouth. 

Case 3.—Dysentery, bacillary exudate, followed by amebiasis 
and giardiasis.—A private who had courses of sulphaguani- 
dine in January and June, 1941, for dysentery with bacillary 
exudate. Intermittent loosenegs of.the stools persisted till 
November, 1942, when he was in hospital and received a long 
course of sulphaguanidine for chronic diarrhea. In February, 
1943, he was admitted with steatorrhewa. Vegetative forms 
of E. histolytica and Giardia lamblia were found in the stools, 
and a full anti-amcebic course and mepacrine were given. 


In April, 1943, pale bulky fatty stools were being passed, 
containing cysts of E. colt. 

Case 4.—Chronic diarrhea with indefinite exudate.—A 
private who had acute diarrhea with blood and mucus in the 
stools in November, 1940, which recurred so severely as to 
require admission to hospital three times in 1941. Looseness 
persisted till March, 1943, when he remembered on question- 
ing a period of several weeks during which his stools were pale 
and bulky in place of the usual watery diarrhea. In July, 
1943, he was given a course of some 200 grammes of sulpha- 
guanidine in hospital for dysentery with indefinite exudate, 
followed by large doses of nicotinic acid by mouth. No 
pathogens were isolated in the stools. In August, 1943, 
steatorrhcea was reported. 

CasE 5.—Dysentery with bacillary exudate and giardiasis.— 
A corporal who received sulphaguanidine in March, 1943, 
for an acute attack of dysentery. Relapses in June and 
July, 1943, showed a bacillary exudate, and two further 
courses of sulphaguanidine were given. When seen in 
August, 1943, for chronic diarrhea, he was noted to have 
steatorrhea, with vegetative forms of Giardia lamblia in the 
stools. Little benefit accrued from mepacrine, though it 
abolished the parasites, or from nicotinic acid and hydro- 
chloric acid by mouth. 


CLINICAL FEATURES 


During acute phases, stomatitis and sore tongue 
attributed to nicotinic acid deficiency were usual ; rapid 
relief followed nicotinic acid in large doses by mouth 
leaving the atrophic tongue. In British soldiers 
riboflavin deficiency was not seen, nor were cedema and 
skin hemorrhages; one man however complained of 
temporary paresthesie. Achlorhydria or well-marked 
hypochlorhydria was the rule. A mild hypochromic 
anemia was a common feature but megalocytic anemia 
was noted in only one long-standing case, of this group. 
— degrees of asthenia and loss of weight were 
noted. 

The stools were increased in number, bulk and weight, 
being offensive, greasy and frothy, of sprue type with 
excess of hydrolysed fat. Hydrochloric acid and 
nicotinic acid in large doses by mouth produced no 
alteration in the stools ; in the few cases given parenteral 
liver extract in adequate dosage there was amelioration 
of the acute features. Relapse ensued when this 
therapy was not continued long enough. In less acute 
form the increase in bulk and frequency of the stools 
continued; pale, bulky, pultaceous motions being 
recorded typically on rising, before and after breakfast. 


DISCUSSION 


The introduction of parenteral crude liver extracts 
and the response to large doses in the treatment of sprue 
have led to the conception that the steatorrhea is a 
manifestation of a specific deficiency of a vitamin of the 
B, complex. Which factor or factors may be involved, 
and the mechanism whereby such a factor mediates in 
the absorption of hydrolysed fat, are as yet unknown. 
Clinically in sprue and in those cases of fatty diarrhoea 
associated with colonic disease evidence of deficiency of 
various factors in the known B, group is sometimes 
seen, but in many cases multiple factors are involved 
which cannot be dissociated on clinical grounds ; indeed, 
in our present state of knowledge it is not therapeutically 
necessary or advantageous to doso. The factors present 
in the B, complex are interdependent, and deficiency 
of one may lead to imperfect action of others. 

In case 1, defective diet over a period of months was 
a factor in the production of a conditioned deficiency. 
The clue to the réle played by the chronic diarrhoea 
may be found in the other cases described, in which the 
diet was adequate throughout. A feature was that they 
had been treated with large or repeated doses of sulpha- 
guanidine, and in some the time relationship of the 
onset of fatty diarrhoea to such treatment was striking. 
This drug may be a factor in the production of a condi- 
tioned deficiency, by inhibiting the growth of commensal 
organisms in the bowel. It has been shown experi- 
mentally that sulphaguanidine and succinylsulpha- 
thiazole over long periods can reduce the natural flora 
of the bowel, thus inhibiting the synthesis of many 
factors essential to the host—e.g., thiamine, members 
of the B, complex such as pantothenic acid, folic acid 
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ont biotin, riboflavin, nicotinic acid and inosito], and 
vitamin K (Mackenzie et al. 1941, Black et al. 1941, Wright 
and Welch 1944, Martin 1942). Indeed, it is likely that 
the host relies on this synthesis for the augmentation 
of the natural supplies of these vitamins. This process 
might prove to be one of the conditioning factors 
determining a deficiency. If so, the large-scale intro- 
duction of sulphaguanidine in the treatment of bacillary 
dysentery in the Middle East explains the apparent 
rise in incidence of fatty diarrhoea in dysenteric British 
soldiers which I observed in a large base hospital. 

Such a mechanism could no doubt come into play with- 
out sulphaguanidine therapy in cases of chronic dysentery 
and ulcerative colitis where the natural bowel flora is 
altered. This mechanism can also be _ postulated 
(Black et al. 1942) in cases of hypoprothrombinemia 
described in ulcerative colitis, due to conditioned 
deficiency in 1: 4-naphthaquinone derivatives (Page and 
Bercovitz 1942), and again in a case of mine where the 
onset of frank pellagra was precipitated by an exacerba- 
tion of severe Flexner dysentery. 


SUMMARY 


Histories are given from cases of fatty diarrhea 
supervening in the course of chronic or relapsing 
dysentery. 

One of the possible mechanisms in the production of 
deficiencies in factors of the B, complex and steatorrhea 
in chronic colonic disorders is discussed. 

The long-continued or repeated use of sulphaguanidine 
in therapy may aggravate this mechanism. 


Acknowledgements are due to Colonel J. Biggam for per- 
mission to publish this paper and to Lieut.-Colonel W. 
Melville! Arnott for his advice and criticism during its 
preparation. 
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SURGERY OF VARICOSE VEINS 


R. ARTHUR, MB LOND., FRCSE 
SQUADRON-LEADER, SURGICAL SPECIALIST, RAF 


DEsPITE much that has been written on the surgery of 
varicose veins, they still seem to present difficulty to 
young surgeons, and judging by the number of cases 
seen in the Service who require a second or third 
operation the operative principles are still inadequately 
appreciated. By _ considering 3 cases of recurrent 
varicose veins and the anatomy of the venous system at 
the saphenous opening, I hope to crystallise the essentials 
of a satisfactory technique. 


CASE-HISTORIES 


Case 1.—This airman had severe varicose veins of both 
legs extending from the inner side of the calves to the saphen- 
ous opening in each groin. Simple ligature had twice been 
carried out on each leg and two scars were visible in each 
thigh, at about the junction of the middle and upper thirds. 
When I saw him the veins were completely patent in both 
legs and a cough thrill was transmitted down them as far as 
the knees (fig. 14). From the history and the available notes 
it was clear that on each occasion the operation had been 
ligation in continuity of the main saphenous vein in the 
region of the mid-thigh, without injection. The veins had 
disappeared while he was in bed and recurred within a day 
or two of his getting up and about. 

The obvious lesson of this case is that ligation in 
continuity is insufficient. It may sometimes result in 
permanent obliteration of the lumen but the risk of 
recanalisation is high. 

Case 2.—This patient gave a history of operation for 
varicose veins of the right leg some months ago, and a recent 
recurrence. He presented large varicosities in the lower leg 
(which transmitted a cough thrill), a tortuous dilated vein 
extending from the immer side of his knee to the saphenous 
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Fig. 2—Variations of normal anatomy at saphenous opening. 


opening, and a scar in the upper third of his thigh. Below 
the scar there was a fibrous cord, presumably representing 
the thrombosed main saphenous vein; above it a small 
saphenous varix was palpable (fig. 18). He stated that there 
had been considerable reaction in the leg immediately after 
operation. 

In this case, though ligature had been combined with 
injection and a satisfactory thrombosis of the main 
saphenous vein in the thigh had been obtained, the site 
elected for the operation was too low and the tributaries 
had been left unthrombosed above the ligature. Hence 
the recurrence through the anterior femoral cutaneous 
vein in the thigh and the renewed dilatation of the veins 
of the calf. 

Case 3.—This man reported to the surgical outpatient 
department for injection of veins still dilated after bilateral 
ligature injection. He had a scar in each groin where the 
saphenous vein had been ligated, but both veins were patent, 
and a cough thrill was transmitted in each leg down the main 
saphenous vein (fig. 1c). There had been little reaction in 
either vein after the operation and the veins had gradually 
become more obvious since the convalescent period. 

Here the veins had been ligated as near to the saphen- 
ous opening as possible, but the ligation had been in 
continuity and the accompanying injection had not 
prevented recanalisation. The solution used was not 
recorded. 

ANATOMY 

The anatomy of these veins is variable: fig. 2 shows 
the two commonest arrangements. The four main 
tributaries, as shown, are always present, though their 
mode of union with the main vein varies. Fig. 2a 
illustrates the most usual finding. Sometimes two, and 
occasionally three veins form direct venous channels 
from the upper end of the long saphenous vein to the 
venous bed in the calf; they are the main saphenous 
trunk, which is sometimes double to within an inch or 
two of the junction with the femoral vein, and the 
anterior femoral cutaneous vein, which is a constant 
tributary to outer side of the saphenous vein near the 
fascial opening (fig. 28). 

TECHNIQUE 

From a study of the 3 cases recorded, two facts 
emerge : 

(a) Ligature in continuity, either alone or coupled with 
injection, will not guarantee permanent occlusion of the 
lumen of the main saphenous vein. 

(b) Ligation of the tributaries is essential both to prevent a 
collateral varicose circulation being set up and to prevent 
persistence of the varix (if present) above the site of 
thrombosis. 
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On this basis we may now lay down the oonnatiel 

steps in operative cure of varicose veins. 

1, After exposure of the saphenous vein in the groin, the 
four main tributaries must be dissected out, clamped, 
cut and ligated. 

2. The main trunk must be explored to ascertain whether 
it is single or double. 

3. The vein must be adequately injected. 

4. A section of the vein should be removed, after the 
injection and ligature are complete, as near as possible 
to the union with the femoral vein. 


If these four essentials are observed thrombosis will 
be satisfactory and there will be no recurrence. 

A final question remains: should the saphenous vein 
be tied and injected at the inner side of the knee as well ? 
This should be decided afresh for each case, for the 
answer depends on the extent of the varicosities below 
the knee and the technique used for the injection. Ifa 
fine ureteric catheter is passed down the vein at the 
time of the original ligature-injection in the groin and if 
the varicosities below the knee are small, further ligature 
may be unnecessary. But often it will be impossible to 
ensure the maximum thrombosis in the calf by this 
method, and in my view ligature at the inner side of the 
knee, again with removal of a small section of vein, is 
the more satisfactory proceeding. In either case it is 
wise to warn the patient that one does not expect to 
thrombose every vein and that a few dilated veins will 
almost certainly remain in the calf to be injected in the 
convalescent period. Fewer veins will require this 
s-condary injection if the vein is tied at knee level as 
well as in the groin. 

This operative technique has been strongly criticised 
by Atlas (1943) on two grounds: (1) that in a small 
proportion of cases the thrombosis has spread into the 
deep veins of the leg with resulting embolus formation ; 
and (2) that the ureteric catheter may injure the venous 
wall and allow the sclerosing agent to leak into the 
perivenous tissues. The first of these criticisms is 
partially answered by the observation of Heller (1942) 
that the saphenous system is largely emptied into the 
deep veins of the leg via the deep communicating veins, 
rather than directly into the femoral vein at its junction 
with the saphenous. Heller also points out that in the 
flaccid limb the superficial veins may take 10 mih. or 
more to empty. If he is right, injection of a quickly 
acting sclerosing agent into a recumbent relaxed 
patient will reduce to a minimum the risks of spreading 
thrombosis, for the solution injected will tend to be 
confined to the superficial veins. 

My own experience suggests that monoethanolamine 
oleate (‘ Ethamolin’) is the most suitable sclerosing 
solution; I have found that in performing bilateral 
ligature-injection at the saphenous opening, using a 
ureteric catheter, complete thrombosis into the calf is 
often present in the first leg by the time the groin 
operation is completed in the second leg, which makes it 
unnecessary to ligate at the inner side of the knee in that 
leg. In the last five years, treating an average of 4—5 
cases a week by the technique described, I have never 
encountered either deep thrombosis or local necrosis 
due to spilling of the ethamolin—and I am not guiltless, 
on occasion, of allowing the solution to leak into the 
groin wound or of injecting it outside the vein. I differ 
from Atlas in thinking it a mistake to restrict injection 


therapy to ambulant patients, particularly in view of 


Heller’s findings that the blood passes more rapidly 
from the superficial to the deep veins in the active leg. 


SUMMARY 

Three cases of recurrent varicose veins are recorded 
and analysed. The facts indicate that ligature in 
continuity, either alone or coupled with injection, and 
failure to ligate the tributaries, are fundamental errors 
leading to recurrence. 

The anatomy of the venous system at the groin is 
discussed ; the three main tributaries are described and 
the possible existence of more than one direct venous 
channel between the femoral vein at the fossa ovalis 
and the veins of the calf noted. 

Four steps are essential for successful occlusion of the 
saphenous vein in the groin: (1) ligation of the four 
main tributaries; (2) adequate exposure of the trunk 


PULSATOR TREATMENT OF CRUSH INJURY foct. 28, 1944 


of the vein; (3) adequate injection ; ih (4) sana of 
a small section of the vein. 

Injection by ureteric catheter at the time of ligation 
is advocated and the criticisms of this technique 
answered. 

My thanks are due to the Director General of Medical 
Services, RAF, for permission to use these cases and publish 
this paper. 
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PULSATOR TREATMENT OF CRUSH INJURY 


D. V. MARSHALL, MB GLASG., FROSE, FRFPS 
MEDICAL SUPERINTENDENT, CITY OF YORK GENERAL HOSPITAL 


Ir seems worth while to record four cases of crush 
injury which occurred two years ago after an air-raid, 
for the results were unexpectedly good, and the apparatus 
used in their treatment—the Both respirator distributed 
by Lord Nuffield—is available in all hospitals in this 
country. Ihave had no opportunity of trying the method 
in further cases. 

During the severe raids in the spring of 1941 I had 
under my care quite a number of patients who, having 
been buried under masonry and extracted after varying 
periods from 4 to 10 hours, came to hospital showing little 
in the way of external or internal injuries, and whose 
limbs soon after became numb and swollen, and about 
48 hours after admission became suddenly ill and died 
the next day or later; blood being found in the urine 
some hours beforehand. In one of the last raids in Hull 
in which I attended casualties, I saw a patient) with a 
very severe crush injury of one arm, and in the meantime 
I had read a suggestion that the condition should be 
treated by some form of pulsation. This patient’s arm 
was so treated for about ten hours in a Both respirator 
before she was transferred to a hospital in the country. 
The patient said her arm felt very much better after the 
treatments, and her arm recovered quickly. This incid- 
ent prompted me to treat all the crush injury cases which 
came under my care in York in the Both respirator. 
The respirator can easily be adopted for affecting the 
circulation in limbs or in half the body by altering the 
headplate so as to make the long axis of the oval lie in the 
transverse instead of the vertical plane. The original 
end of the apparatus can be partly cut out, and a ply- 
wood shield of the required size fitted inside or outside to 
support the sponge-rubber. 

As soon as possible after the diagnosis of crush injury 
had been made, the damaged limb or limbs were placed 
in the respirator and the pulsation mechanism was 
worked at the slowest rate provided for about half an 
hour. Four cases received treatment for this period 
every two or three hours in rotation. It was continued 
regularly, except during sleep, until the circulation of the 
affected parts seemed restored, as judged by the diminu- 
tion of pain, return of warmth and colour, and loss of 
tension. They all recovered,.and three of the patients said 
their pain was much reduced by the treatment and that 
they felt generally better ; the patient who was injured 
least and who was mentally clearest was most emphatic 
on this point. The woman who was most severely 
crushed of all, and who complained of so much pain that 
we at first thought she had a fractured pelvis in addition 
to her leg injuries, did not experience relief, and found 
moving from the bed in and out of the respirator rather 
trying. 

CASE-RECORDS 

CasEe 1.—A man of 58 was buried under the debris of his 
house for about 12 hours. A beam had been lying across his 
chest. On admission on April 29, 1942, he was semiconscious, 
Crushing of left arm with multiple blisters ; bruises of right 
arm; both limbs very swollen. Qdema and abrasions in 
region of left eye and forehead. Given three pints of plasma. 
Chest also crushed. Very cyanosed and dyspneic. Res- 
pirator treatment applied to whole body up to neck with 
immediate effect. Cyanosis and dyspnea at once relieved 
and he felt better. X rays of left arm showed no fractures, 
but there was still swelling and pain. Next day right arm and 

forearm tense and anesthetic. U y output, 180z. Later 
X rays showed fractures of ribs. On May 1 right arm still 
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BIOCHEMICAL ANALYSIS PERFORMED IN THE DEPARTMENT OF 
BIOCHEMISTRY, BRITISH POSTGRADUATE MEDICAL SCHOOL, 
FROM SPECIMENS TAKEN BY DR. BYWATERS ON MAY 3, 1942, 
5 DAYS AFTER THE INJURY 
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anesthetic but warm, and radial pulse good. Urinary 
output, 18 oz. Some hematuria. Blood-urea 111 mg. per 
100 c.em. On May 2 the urinary output was 47 oz., and it 
remained good subsequently. On May 3 blood disappeared 
from urine ; sugar noted in urine and continued until June 12, 
possibly due to head injury or pressure on pancreas. Blood- 
sugar 123 mg. per 100 c.cm. On May 6 left arm movement 
still very poor but general condition rapidly improving. Dr. 
J.le Fleming C. Burrow diagnosed crush injury of left brachial 
plexus. Discharged from hospital on Oct. 2, but continued 
for many months as an outpatient, having physiotherapy for 
wrist-drop and lack of power in fingers and forearm of left arm 
and slight loss of flexion of the right fingers. He went back 
to work in December, 1943. 

Case 2.—A Royal Naval rating of 19, on leave, son of 
case 1 amd extracted about the same time from the debris of 
the house, was very shocked on admission, and was at first 
thought to be suffering from a fractured pelvis and left ankle 
and crush injury of both legs including thighs and right arm. 
This was confirmed when no bony injury was shown in pelvis, 
femora or tibie radiologically. Treated in respirator, from 
waist downwards, about 3 hours after rescue. Very ill and at 
first looked as though might die, but recovered after complain- 
ing of much pain in legs, and having a chest complication of the 
pneumonictype. Pulsation treatment continued until April 4 
when pulmonary condition became more important. Remained 
very ill until May 8, after which made rapid progress. Dis- 
charged from hospital on June 9, and now again serving in 
Royal Navy. 

Case 3.—A woman of 24 was in a basement of a house which 
probably received a direct hit. She was thrown on to her back, 
and a wall fell on her legs. Eight hours after admission on 
April 29, complained of great pain in both legs, and unable to 
move them at all. No bony injury shown in X rays. Three 
pints of plasma given. Placed in respirator from pelvis 
downwards about 7 hours after rescue. On April 30 com- 
plained of lumbar pain; urine contained blood and casts ; 
bleeding continued until May 9. Very ill and remained so 
until hematuria ceased. On May 1, right calf, and left calf 
and thigh all affected, but on May 2 thigh was less tense, but 
still anesthetic. Very little urine passed for first two days 
and blood and casts persisted for some days. Urinary output, 
of alkaline reaction, rose from 16 oz. on April 30 to 38 oz. on 
May 3, and continued satisfactorily thereafter. By May 10 
could move right leg extensively without pain. but movement 
of left leg still very limited. After this date rapidly improved 
and discharged on May 25 able to walk about nicely. 

Casr 4.—A man of 37, who was putting out incendiaries 
on the roadway when he was hit by debris from a nearby burst- 
ing HE bomb. A lump of clay pinned him down until help 
came about 5 minutes later. On admission on April 29 he was 
not very shocked and was fully alert and sensible; left leg 
below knee was very tense and painful, though it felt dead 
and could not be moved. Urinary output was good from the 
onset ; no blood or albumin in urine. Leg put in respirator 
on April 30 as the injury was deemed to be crush injury, in 
spite of the short duration of the crushing. The first treat- 
ment gave him great relief, and the subjective improvement 
continued with subsequent treatment. It was discontinued 
on May 4, the circulation being apparently fully restored, and 
he was discharged on May 13. 

It seems accepted that the kidney damage is caused by 
the absorption of toxin produced by some form of 
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autodigestion occurring in muscle which has been crushed 
for some hours or otherwise subjected to very severe 
pressure. Most of the efforts in treatment have been 
concerned with preventing the renal damage by medica- 
tion or treatments directed towards relieving the kidneys 
or preventing the toxin from getting to the kidneys in 
such large amounts after the damage has occurred. The 
treatment which I tried aimed at preventing the auto- 
digestion or changes in the muscle by relieving or 
improving the circulation at the earliest moment. 


SUMMARY 

It is suggested that the fatal result of crush injury 
syndrome may be prevented by prompt restoration of the 
circulation in the affected part by the use of a mechanical 
pulsator. In four cases such treatment was successfully 
applied, using an adapted Both respirator as pulsator. 

All these cases were seen by Dr. E. G. L. Bywaters and the 
diagnoses of crush injury were agreed to and confirmed by Mr. 
J. H. Conyers, a surgical colleague, and Dr. D. A. Slade, 
assistant pathologist. 


THE SIMS TEST 


Mary Barron’ B. P. WIESNER, D SC EDIN., PH D VIENNA 
MB LOND. CONSULTING BIOLOGIST, ROYAL 
NORTHERN HOSPITAL 

POSTCOITAL examination of the cervix represents the 
only means by which, in the investigation of sterility, 
the actual ingress of the sperms into the cervix can be 
established (Lane Roberts et al. 1939). However, the 
usual method, which gonsists in the removal and immedi- 
ate examination of a loopful of cervical mucus (Huhner’s 
test) is unsatisfactory. First, the quantity of mucus 
thus obtainable is nearly always inadequate for precisely 
assessing the condition of the cervical plug itself; 
secondly, it is impossible to obtain mucus from the upper 
level of the cervical canal. In attempting to improve 
the technique of the test we employed a glass syringe in 
order to remove sufficient mucus ; but the ideal instru- 
ment for the purpose was found in the insemination 
syringe devised by Green-Armytage (1943). 

Since developing the technique described below we 
found among the older writings a paper by Marion Sims, 
published in 1868, in which he describes the precise 
method which we are now using. Furthermore, in this 
brilliant study, Sims described in considerable detail the 
various cervical conditions and defined the important 
role of the cervix in insemination. His grasp of the whole 
subject and his insistence on the primary need for assess- 
ing male fecundity before treating a barren woman still 
may serve as a model of aim and method. His book 
on uterine surgery (1866) which deals with these matters 
evoked adverse comment by the Medical Times and 
Gazette, which described his procedure as “ this dabbling 
in the vagina with speculum and syringe—incompatible 
with decency and self respect.’’ In recognition of his 
work we suggest that the thorough postcoital examina- 
tion of the cervix should be referred to as the “ Sims 
test. 


METHODS 

The patients are asked to have intercourse during the 
presumptive ovulatory phase. The wife is asked te 
report 6-24 hours after intercourse, no bath or douche 
being permitted before the visit. 

A bivalve speculum—wetted but not lubricated—is in 
serted. A sthall quantity of the vaginal pool is withdrawn for 
examination by means of a dry Green-Armytage syringe. 
The macroscopic condition of the untouched cervical plug 
(degree of protrusion, volume, &c.) is recorded at this stage. 
The cervix is then thoroughly swabbed with dry cotton-wool. 
The tip of the cannula attached to a newly cleansed syringe * 
is inserted into the cervical canal for a few millimetres. The 
lower portion of the plug is drawn up into the syringe ; con- 
tamination by vaginal contents is avoided as far as possible 
by ending suction before withdrawal of the cannula. The 
contents are immediately ejected onto a slide and examined 
microscopically without delay on a cold stage. After the 
syringe has been cleansed, the cannula is slowly passed into 
the isthmus uteri nearly as far as the internal os, and the 
upper portion of the plug is removed by gentle suction and 


* Before use, the syringe is cleansed with spirit and then rinsed with 
hot sterile water, which is expelled carefully. 
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examined in the same way as the first. After examination of 
the fresh mucus, films are prepared and stained (hematoxylin 
and Rose, Bengal) for further examination. _ 


The procedure is safe even during pregnancy ; further- 
more, the test does not preclude fertilisation, probably 
because an adequate number of sperms may penetrate 
the internal os during the interval between coition and 
test. Slight and passing hemorrhage from the cervical 
canal sometimes occurs but is not clinically important 
nor does it interfere with the motility of the sperms. 


OBSERVATIONS IN FECUND AND FERTILE COUPLES 


We have employed the Sims test in several couples 
who were’ fecund as shown by the occurrence of preg- 
nancy after a single intercourse (followed by the test) 
or after a short series of unprotected coitions. Also, 
records of about 100 fecund women married to men of 
varying degrees of fecundity are available, in addition to 
those studied previously by the Huhner method. 

Usually the cervical canal in such women is filled, 
during the presumptive ovulatory phase, by a clear 
colourless translucent plug of moderate viscosity which 
— for some distance from the external os. We 

ave not obtained any specimens with an acid reaction 
to the usual indicators. Contrary to statements in 
French published work, the translucent plug may persist 
beyond the presumptive ovulatory phase, though its 
volume diminishes in the later stages of the cycle. 

Variations in the appearance of the plug are not 
uncommon, and slight opacity and reduced volume are 
not incompatible with fecundity, though high female 
fecundity seems to be associated with the production of a 
voluminous and clear ovulatory plug. Furthermore, 
this plug on being expelled, or withdrawn with a syringe, 
is rapidly regenerated by the healthy cervix. 

Microscopical findings.—(a) Fresh specimens. The 
ppg ee of the vaginal pool has already been described 
(Lane Roberts et al. 1939). It was confirmed in the 
present series that spermatozoa do not usually survive in 
the undouched vagina for the interval of 6 hours or more 
elapsing between coition and test. Vaginal examination 
is important, however, in order to establish the occurrence 
of ejaculation—a question which cannot be decided on 
the evidence of statements by the patient. The recent 
occurrence of ejaculation, in fecund couples, is shown by 
the presence of spermatozoa which though immotile 
show neither cytolytic nor hydropic changes and retain 
their typical staining properties. 

The fresh cervical contents, both from the lower 
cervical canal and from the isthmus, contain certain 
cellular elements in varying numbers and proportions, 
First, there may be found, particularly in the lower plug, 
epithelial scales and transitional cells derived from the 
region of the external os. Secondly, Déderlein rods and 
other organisms may be present; but these are not 
characteristic of the healthy cervical plug and probably 
represent contaminations occurring on withdrawal of 
the cannula. Thirdly, cervical cells are found in varying 
numbers ranging from isolated inclusions to coherent 
mats, strands or conglomerated single cells: Fourthly, 
blood-cells are seen—probably resulting from slight 
lesions produced by the suetion of the syringe. Lastly, 
spermatozoa are present in considerable numbers. 

eir actual density varies greatly in fecund couples. 
In the field usually chosen for examination of fresh films 
(obj. 23 times, oc. 12 times, tube 149 mm.), between 50 
and 200 sperms fill each visual plane. A high proportion 
of these show full progressional motility, their speed 
being about the same as that seen in semen. Some 
sperms move either sluggishly or remain stationary, 
though tail and middle piece oscillate, and the sperm may 
revolve around its axis ; many others appear to be dead. 
Even 24 hours after intercourse 20% or more of the 
sperms are still actively motile in most fecund couples. 
Spermatozoa may remain fully motile in the cervix for 
at least 4 days. The density of spermatozoa decreases 
towards the internal os; the proportion of motile sperms 
may increase in the same direction. 

(6) Stained films show that the cervical cells vary in 
appearance according to the stage of the degenerative 
process to which they are subject. Some cells retain 
their original structure and show an intact nucleus. 
These young forms are probably rubbed off by the can- 
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nula and are not numerous during the ovulatory phase. 
Degeneration consists primarily in fragmentation of the 
nucleus, beginning with fine fissures in the chromatin 
and progressing gradually to the formation of clumps 
which may still cohere in the early stages of the process 
but tend to separate as degeneration progresses. 

It is easy, in cursory examinations of fresh mucus, to 
mistake these terminal forms for polymorphs. They 
were found in every film in more than 200 healthy women 
examined at various stages of the cycle. These cells 
should be regarded as normal constituents of the cervical 
plug and a constant finding in Sims tests. A full des- 
cription of them will be given elsewhere. 

The spermatozoa, in such films, are found to have 
retained their characteristic staining properties. Abnor- 
mal spermatozoa and incompletely differentiated forms 
(spermatides, &c.) do not as a rule enter the cervix ; 
highly motile microsperms represent an exception to this 
rule. Hence the cervical films do not fully reflect the 
cytological characteristics of the semen and their study 
cannot replace the usual examination of the semen. 


OBSERVATIONS IN INFECUND COUPLES 


Macroscopic observations.—The appearance of the 
plug in barren women may of course be the same as that 
of fertile subjects, for infecundity is often entirely 
limited to the male ; furthermore, even severe abnormali- 
ties, and functional disturbances of the generative 
system (e.g., tubal dysfunction ; cystic degeneration of 
the ovary) need not be reflected in disturbances of the 
cervical secretion. On the other hand, certain atypical 
conditions of the cervical plug are commonly found in 
subfertile or barren women. Thus the plug may be 
limited to’a small quantity of mucus which has the 
consistency of thick jelly. This type of plug never pro- 
trudes into the vagina and may be difficult to aspirate. 
The jelly-like plug may be limited to the isthmus so that 
only the lower canal is inseminated. In some women 
only a small quantity of mucus of unspecific appearance 
and containing many cells is obtainable at any time of the 
cycle ; this finding is not pathological since it is quite 
common at certain stages of the cycle—e.g., at the end of 
the luteal phase or during the first days of pregnancy— 
but it is atypical in the ovulatory phase. Thirdly, the 
cervix may contain the mucopurulent type of plug 
associated with endocervicitis. 

Microscopic findings.—The most significant condition 
revealed by the Sims test in infecund couples concerns the 
degree of invasion by spermatozoa, the proportion of 
surviving sperms and the depth of penetration. A fair 
population of spermatozoa may be present in the lower 
cervix, including a number of motile cells ; but the isth- 
mus may not be invaded at all or else contain but a few 
dead spermatozoa. Again, the cervical canal may be 
fairly densely populated by sperms which show but 
residual motility, if any, even 6 hours after intercourse. 
Lastly, spermatozoa are often very few or entirely absent. 
These findings may be made irrespective of the condition 
of the plug—i.e., a seemingly healthy and voluminous 
plug may show incomplete invasion although the semen 
contains numerous motile spermatozoa. 


CAUSES OF INADEQUATE CERVICAL INVASION 


Previous workers have shown, and we can confirm, 
that even a healthy cervix, producing a voluminous clear 
plug, may be inadequately inseminated, particularly 
where the semen shows oligozoédspermia (Seguy and 
Vimeux 1933). However, application of the Sims test 
in about 200 cases of sterility and subfertility revealed 
numerous instances in which the semen was voluminous 
enough to neutralise the vaginal pool, and was densely 
populated by motile and viable sperms ; yet these failed 
to invade a normal ovulatory plug or to survive within 
the plug or to penetrate it fully. 

Case 1.—Sterile couple. Semen (2 specimens) seemingly 
fecund—e.g., 2 c.cm.; 60 million spermatozoa per c.cm. ; 
véry good initial motility and viability ; few abnormal forms ; 
abnormal head-forms 8%); isolated testicular cells only. 
Some small groups of agglutinated spermatozoa but no other 
evidence of infection. Sims test: llth day of cycle; 12 
hours after intercourse ; typical ovulatory plug protruding 
from external os ; no sperms found in either fresh or stained 
films. No evidence of endocervicitis. 
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CasE 2.—Sterile couple. Semen seemingly fecund (one 
specimen ; previously also examined by other laboratories ; 
2-5 c.cm.; 40 million spermatozoa per c.cm.; 30% initial 
motility ; slight variation of size and type of spermatozoa, 
about 4% only abnormal head-forms). Sims test: 13th day 
of cycle ; 3 hours after intercourse (usual interval impossible 
to arrange); vaginal pool acid without motile spermatozoa ; 
plug not voluminous but clear ; only isolated immobile sperm- 
atozoa present in portio vaginalis ; none in cervical isthmus. 

Case 3.—Secondary sterility. Semen presumed to be 
fecund, 4 specimens showing little variation—e.g., 120 
spermatozoa per millfon c.cm.; 60% initial motility with high 
viability ; slight anisozodspermia ; 9% abnormal head-forms. 
Sims test : 9th day of cycle; 6 hours ‘after intercourse ; plug 
voluminous, clear; lower canal densely invaded but most 
sperms immobile, a few with oscillatory tails. Sims test 
repeated in 5 out of 8 cycles with similar results. No evidence 
of endocervicitis. 


CasE 4.—Sterile couple. Semen (3 specimens) gravely 
subfecund—e.g., volume 1-2 c.cm.; 1 million spermatozoa 
per c.cm.; high initial motility and viability ; pronounced 
teratozodspermia ; 40% gravely abnormal head-forms ; slough- 
ing from germinal epithelium with numerous multinuclear 
forms. Sims test (repeated): 10th day of cycle, 14 hours after 
intercourse ; slight cervical erosion ; plug clear, non-cellular 
but of small volume ; well-invaded cervical isthmus with about 
20 motile sperms per plane. Conception took place shortly 
after this cycle, followed by spontaneous miscarriage. 

CasE 5.—Sterile couple. Semen (2 specimens) subfecund— 
e.g., volume 1 c.cm.; 4 million spermatozoa per c.cm.; low 
and largely atypical initial motility falling to 1% in 8 hours; 
sperm picture dominated by incomplete or atypical differentia- 
tion of middle pieces and tails with high frequency (42%) of 
atypical head-forms ; sloughing from spermatide and deeper 
layers. Sims test: 17th day of cycle; 14 hours after inter- 
course ; good ovulatory plug ; mean frequency of sperm per 
field; portio vaginaiis, 4 motile, 4 vibratory, 12 immobile ; 
cervical isthmus, 140 motile, 48 vibratory, 120 immobile. 

It would seem that the capacity for cervical invasion 
which is essential for fertilisation cannot safely be 
deduced from the morphological characteristics of the 
semen. On the other hand the Sims result may be 
satisfactory while the semen shows subfecundity by its 
general and cytological qualities. 

Among female factors, the failure of the cervix to 
secrete an adequate amount of, and the suitable type of, 
mucus is of primary importance. Retroversion may 
impede, and its correction may improve, cervical inva- 
sion. This may be due in part to the lack of contact 
between the protruding plug and the seminal pool of the 
vagina in certain anatomical conditions. Normally this 
contact serves as a path for the spermatozoa, which can 
be observed to ascend through the mucous plug immedi- 
ately after emission has taken place. Where there is 
no protruding translucent plug invasion is invariably 
impaired. A purulent plug, on the other hand, may 
protrude without permitting invasion (Green-Armytage). 


DISCUSSION 


The application of the Sims test in fecund couples 
(5-10 minutes after emission) show that a certain degree 
of cervical insemination takes place very rapidly. Yet 
the total number of the sperms’ entering the cervix 
represents but a small though variable proportion of the 
total ejaculate—in some fecund couples no more than 
1%. The healthy cervical secretion is a highly favourable 
medium for the survival of spermatozoa ; the spermato- 
zoa survive at least three times as long in cervical mucus 
as they do in their own seminal fluid at a comparable 
temperature. Receptivity of. the cervix is apparently 
at its height during the ovulatory phase ; but we cannot 
confirm the claim that the cervix will never admit 
spermatozoa in the pre-ovulatory or luteal phase of the 
cycle. In one fecund couple tested repeatedly through- 
out the cycle a very high degree of invasion occurred 
during the first ‘day of menstruation though no douche 
had been used. But certain conditions of the cervix do 
at times prevent penetration by em g., in early 
pregnancy. 

The great importance of the plug as a medium for 
invasion and sperm survival suggests that orgasm may 
intensify cervical insemination since it is apt to increase 
protrusion of the plug. 
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Lack of cervical insemination (negative Sims test) 
represents a recognised cause of sterility not discoverable 
by other means than postcoital examination. But the 
cervix may be temporarily barred to spermatozoa 
through the absence of a suitable plug—a condition 
which may correct itself during a subsequent cycle. 
Repeated examination may be necessary for a definite 
diagnosis. Conversely, a densely invaded plug contain- 
ing numerous motile spermatozoa, in both the lower 
cervix and the isthmus, demonstrates adequate insemina- 
tion but does not exclude male responsibility since the 
semen may be infecund in other respects (teratozoé- 
spermia). 

We have no record of unaided conception taking place 
> cases where no live sperms were present in the isthmus 

6 hours after intercourse ; while conversely we have 
noted 2 cases where the isthmus contained many 
immotile and a few motile sperms only, 24 hours after 
intercourse, and the woman conceived. Again, fairly 
low counts (5-10 motile sperms per plane) are not 
incompatible with conception, though they are 
characteristic of subfecund couples. These observations 
suggest approximate rules for interpreting intermediate 
results. In applying this or any other test used in the 
investigation of sterility it must be remembered’ that 
fertility is subject to continuous gradation, and that 
degrees of insemination only measure the probability 
of conception ; a lightly invaded cervical plug with a 
low proportion of motile sperms, though suggesting much 
lowered fecundity, does not permit the diagnosis of 
complete sterility. 

The cause of inadequate insemination must also be 
considered. Not only must the female factors be weighed 
up but the results of the semen test must be taken into 
account. In no case must the Sims test be regarded as a 
substitute for semen analysis—except in so far as it may 
replace, in most cases, the in-vitro determination of 
viability. 

Judging from our experience, the Sims test should 
replace the Huhner test but must not take the place 
of any other step in the analysis of impaired fertility. 
Since the test is simple and does not involve any discom- 
fort to the patient it may be employed (at intervals of 
one or two cycles each) for routine control of the treatment 
of subfecundity. 

SUMMARY 


A development of the original method of postcoital 
examination of cervical contents, suggested by Sims in 
1868, is described. 

In highly fecund couples the characteristic ovulatory 
plug contains many motile sperms 24 hours after inter- 
course. Invasion may also occur at other stages of the 
cycle and in the presence of imperfect (e.g., opaque) plugs. 

Infecundity is often associated with deficient invasion 
of the cervix caused by defective semen, inadequate or 
abnormal cervical secretion, or both. 

Semen showing cytological characteristics of infecund- 
ity may procure adequate cervical invasion, and vice 
versa. 

Repeated Sims tests may yield a valuable measure of 
the probability of conception, but they cannot replace 
any other step in the assay of fecundity. 
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THE danteuas of psychiatry of the Mount Zion Hospital 
of San Francisco has opened a psychiatric rehabilitation clinic 
for ex-Servicemen and women discharged from the armed 
forces on account of neuropsychiatric disabilities. The 
director of the clinic is Dr. J. Kasanin, and the chief 
psychiatrist Dr. Emanuel Windholz. 

ANNOTATED BIBLIOGRAPHY OF MEepIcAL Mycotocy.—The 
Imperial Mycological Institute, of Kew, Surrey, has prepared 
a list of all papers on medical mycology which were either 
published or noted by abstracting journals in 1943. Under 
each of the 218 references the reader is told where he can 
readily find an abstract or is given a brief summary of the 
paper. The bibliography is obtainable, price 5s. post free, 
from the director of the institute. 
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QUININE BLINDNESS 


I. S. McGrREGOR 
MD GLASG., FRCSE 
OPHTHALMIC SURGEON, 
GLASGOW ROYAL INFIRMARY 


ARNOLD LOEWENSTEIN 
M D PRAGUE 


Tennent Institute of Ophthalmology, Glasgow University 


Mucus work has been published on quinine blindness, 
but little of it comes before the general medical reader. 
Some textbooks say that blindness usually disappears 
after a day or two¢ either with complete restoration of 
central vision and a full visual field, or, in the more 
severe cases, with some permanent loss of peripheral 
field with preservation of a useful central field. It is 
not surprising therefore that there is little general 
knowledge of the effects of quinine on vision. 

We shall describe the case of a healthy strong man who 
developed malaria in India 12 years ago, who had often 
had quinine without any toxic effects except tinnitus 
and transient deafness, and who, in a recent attack, 
was given about twelve doses of gr. 30 of quinine bi- 
hydrochloride in one day. He is now in St. Dunstan’s. 
If such unfortunate results are to be avoided—and 
according to statistics on blindness they are not so rare 
—the view that quinine blindness is benign must be 
modified. 

Ophthalmic surgeons do not know certainly how 
quinine acts on the retina and the brain. Deduction 
is made from clinical evidences and from the results of 
animals experiment, which are not always convincing. 
Treatment is often expectant. In our case it was routine 
but inadequate, for the man became blind. He did not 
lose his eyesight because he had an idiosyncrasy: he 
lost it because he was given massive doses of quinine. 
The main theme of our communication is that the pre- 
vention of profound visual symptoms is worth while, 
because of those so affected some become blind. 


CASE-RECORD 

A man of 37 was treated in sick quarters for malaria with 
quinine bihydrochloride gr. 30, 2-hourly for 24 hours, from 
8 am on Dec. 27, 1942, On the night of Dec. 28 he was blind 
and deaf. On the evening of the 29th there was no percep- 
tion of light; deafness was improving; he was mentally 
lucid but apathetic, memory good; pupils dilated and 
immobile. Admitted to hospital. Milky retina with cherry 
spot at macula, milkiness extending to the periphery, vessels 
normal, discs normal, Treatment by magnesium sulphate, 
forced fluids and fluid diet, protein shock (100 x 107 TAB), 
glucose freely. On Dec. 30 milky appearance receding ; 
paracentesis left cornea. The right cornea had central 
opacity of old dendritic ulcer. Veins of fundus fuller after 
paracentesis. Dec. 31, protein shock repeated ; still forced 
fluids. Some unrest of pupil border noted but no real 
reaction to light. Jan. 1 routine physical examination 
negative. BP 110/70 mm. Hg. Milky appearance of retina 
still present. Jan. 2, 1943, still no perception of light. Mag. 
sulph. every second night. Jan, 3, dises pale, pupil smaller 
but no reaction to light. Jan. 4, play of reflexes around 
macula in left eye suggesting some swelling still. Pupils 
smaller, On slit-lamp examination pupil contracts a little 
to light and the curious concertina movement of pupil margin 
is very evident. Jan. 6, arteries of fundus getting narrower. 
Dises very pale. Still blind. Gives history today of malig- 
nant tertian malaria contracted in Lahore in 1928. Since 
then had at least a dozen attacks in India and Palestine for 
which he was given quinine. He has had prophylactic 
quinine in addition. He cannot see a light or locate it when 
shone into his eyes but can vaguely discern the stripes in 
nurse’s print frock. He remains peculiarly untroubled, or 
apparently unconcerned and patient in his plight. Jan. 9, 
can see the chimney pets through the window. -Still cannot 
locate a light shone in front of him. Jan, 11, visual acuity 
(VA), left 1/60, right 6/9. Cannot recognise colours well but 
appreciates that red is darker than yellow. Reads Jaeger 12 
unaided and Jaeger 2 with + 2-00 dioptres. Jan. 12, Hb. 
80%; red cells 4,600,000; white cells 6400 per c.mm. Visual 
fields charted. Jan. 14, pupil reaction to light feeble and 
variable. Abnormal movement remains. Can recognise 
colours and name colowr of the spots on Ishihara plates but 
cannot read the numbers. Jan, 15, fundal arteries very narrow 
and dises very pale, left macula still shows abnormal reflexes 
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around it. Spectroscopic tests for colour appreciation 
satisfactory. VA, right 6/60, left 6/6. Dark-adaptation 
very poor. Jan. 26, VA, right 6/60, left 6/5. ‘‘ This man 
still gropes his way insecurely along the hospital corridors 
uncertainly like a blind man though he is able on occasions 
to see 6/5 Snellen with his left eye. Behaves like retinitis 
pigmentosa patient where the field is reduced to near fixation- 
point. His field by ordinary methods is too ample for this 
behaviour.” Jan. 28, erythrol tetranitrite gr. 4 twice daily. 
Jan. 29, Prof. Noah Morris suggested full intake of vitamin B 
complex and vitamin C. Accommodation still defective. 
Jan. 30, retinal fold above left macula! Disc bluish white. 
Calibre of arteries extremely reduced but no cholesterol 
changes in the walls. Feb. 1, fields, 2 and 3 isopters; for 
white remain much as when first charted ; isopters almost 
coincide. Fields for blue with the same angles are of similar 
extent. Homatropine to right eye dilates pupil. Feb. 2, 
eserine contracts right pupil to half its original size. Cocaine 
to right pupil dilates it slightly. Wassermann reaction 
negative. Feb, 4, fields again examined on campimeter, 
and show with 5/2000 white scotomata outside 10°, and with 
2/2000 white scotomata between 5° and 10°. A sieve-like 
field, not of uniform perceptual quality. Otolaryngologist 
reports auditory and vestibular function within normal 
limits. Feb. 10, pupils more active, contract fully to pilo- 
earpine. VA, right 6/60, left 6/5. Feb. 18, some. calibre 
variation of arteries. Retrobulbar injection of 1 c.cm. acety1- 
choline produced no change in vessels. 

On Feb. 20 he was dismissed from hospital to report in a 
month. Did not report and we were informed two months 
later that he had been admitted to St. Dunstan’s. Mr. 
Robert Davenport, of St. Dunstan’s, stated that after some 
months there his fields of vision were close to the fixation- 
point. VA, right 6/12, left 6/24. Left eye had a fine corneal 
opacity. Before the patient left St. Dunstan’s, ‘‘ His fields 
were of course no better but he was beginning to use them 
skilfully and was much less the blind man, although really for 
practical purposes he was such.” He is receiving a 100% 
pension for optic atrophy (quinine toxemia.) Mr. Davenport 
quoted two further cases recently coming under his notice of 
permanent visual disability after ingestion of quinine. 


DISCUSSION 
Ballantyne in 1917 emphasised the paradox of quinine 


blindness—that as vision recurs the arteries get narrow, ° 


a fact often noted since that time. Nevertheless we 
still read that quinine blindness is caused by narrowing 
of the retinal vessels on spasm. This conception should 
disappear once and for all from the textbooks, especially 
as it is likely to lead to treatment along useless lines. 
The changes in the retinal arteries seem to be organic 
though unfortunately the pathology is not known, since 
the material does not come to histology. There is no 
clinical evidence of spasm of the arteries in quinine 
blindness. 

Quinine is a tissue poison. It can arrest the move- 
ments of the phagocyte, depress the action of the heart, 
and under experimental conditions excite and then 
depress reflex activity ; it can kill many micro-organisms 
in a dilution of 1 in 500. Tissue oxidation is impaired 
by the alkaloid. Giannini (1934), experimenting in 
dogs with quinine bichlorhydrate, found that the endo- 
thelial cells were swollen so that the lumen of the small 
arterioles was blocked. He quotes Behse as finding 
the same endovascular damage with foci of thrombosis. 
He believes that the vascular spasm suffices to produce 
the blindness. De Bono (quoted by Giannini 1934), work- 


, ing on similar lines, thought that the retinal ischemia 


due to endovasculitis was not enough and that there was 
a direct action of quinine on the retina. When we con- 
sider the delicacy of the auto-oxidation processes of the 
retina which maintain its high oxygen consumption by 
the activity of labile colloidal systems of enzymes and 
the sulphydryl molecule, it is easy to understand a 
direct poisoning of the retinal elements by quinine. The 
result, in physiological arrest, is fleeting blindness, and 
in graver cases death of the retinal cells. In these cases 
there may be no early ophthalmoscopic signs. 

In other cases, as in ours, the retina has a milky 
appearance with a cherry-coloured spot at the macula, 
but without narrowing of the arteries or alteration of 
the colour of the disc in the early stages. This is often 
called oedema of the retina, but the common conditions 
associated with oedema of the retina are kidney disease, 
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the toxzemias of pregnancy, and methyl] alcohol poisoning. 
In those the appearances are quite different. (£dema 
is not milky white. The condition which resembles the 
quinine fundus is retinal infarction. The retina is 
normally pellucid in life, and when a retinal artery, 
which is an end artery, is blocked by embolism or throm- 
bosis the retina becomes milky and opaque and a cherry- 
coloured spot appears at the macula. The explanation 
of the cherry-coloured spot is either that the retina is 
thin at the macula and the choroid colour shows through, 
or that the macula derives its blood-supply largely from 
the chorio-capillaris and not from the retinal arteries. 
How does this accord with what we know of the histo- 
pathology of quinine poisoning ? In the dog, Giannini 
and Behse before him, as we have said, have found 
swelling of the endothelium of the small vessels of the 
retina blocking the lumina. Widespread peripheral 
block would produce the same ischemia as a complete 
block of the main vessel. We think the milky opaque 
retina in quinine poisoning is a result of ischaemia. 
Experimentally in the rat the retina deprived of blood- 
supply survives only about 20 minutes (Guist 1926). 
The retina in quinine poisoning therefore is endangered, 
first by the direct action of quinine on the nerve-cells, 
and secondly by vascular endothelial impairment in those 
cases which show a milky or opaque retina. 

It is likely that the retina and not the optic nerve 
suffers primarily. The retinal folds, abnormal retinal 
reflexes, pigmentary changes at the macula and the 
behaviour of the visual field in our case were all features 
of a retinal rather than a nerve lesion. The fields were 
interesting. The field was roughly 25° vertically and 
30°-35° horizontally from the fixation-point, and the 
isopters 3/330, 7/330 and 10/330 were almost coincident. 
The significance of such a steep-sided field is that it is 
unlikely to improve: and it did not improve. The 
damage was early and there was little change after a 
two months’ stay in hospital. Furthermore, even when 
central vision was so good the man walked about the 
hospital corridors, groping his way like a blind person 
with outstretched hands, an unusual state of affairs 
with 6/9 vision and such a field. When we analysed 
the field further on the Bjerrum screen it was found that 
the quality of his field was poor. It had scotomata 
within the isopters indicated when small test objects of 
2/2000 and 5/2000 white at 2 metres were used. It was 
a ‘‘ sieve-like ” field. This type of field is, as far as our 
evidence goes, compatible only with a retinal lesion, 
and the field was deficient within itself close up to the 
fixation-point; as campimetry revealed. This ade- 
quately explained his behaviour, and put him’ in the 
category of blind people. 

Whether one layer of the retina suffers more than 
another directly from the poison is still a matter of doubt 
as we have no convincing histological evidence. Ballan- 
tyne (1940) thinks the rods suffer largely, because*peri- 
pheral vision is chiefly affected and night-blindness is a 
usual sequel. The damage may be done at the synapses 
or to the ganglion cells. The ganglion cells of the retina 
are claimed as casualties in toxic diseases of the retina. 
The histological evidence of this should be scrutinised 
in view of the facts we were able to establish after 
examining normal human retinas from each decade. 
We found that the size, shape, lipoid content and nuclear 
characteristics of ganglion cells changed with age and 
with the situation on the retina (Lowenstein and 
McGregor 1943). 

Quinine dosage should be cautious. It is important 
to begin with small doses in patients who have not taken 
quinine, lest they are hypersensitive ; gr. 5 six hourly 
would suffice. Thereafter the maximum dose should be 
within the limits laid down in the textbooks—e.g., gr. 30 
daily by mouth for a month (Carmichael Low and 
Hamilton Fairley 1941). There is no justification for 
massive doses within a short time in view of the visual 
catastrophe we have described. When visual symptoms 
appear quinine should be stopped immediately. 

When blindness has occurred treatment should be 
early and vigorous if it is to be any use. The first 
essential is to dilute the poison, and to that end fluid 
exchange should be pushed. Copious drinks, purgation, 
intravenous saline and glucose, and thecal drainage are 
the most important measures. We regret that we were 
not more active in this direction. Adequate vitamin B 
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and C intake may aid tissue oxidation ; 200 mg. of each 
should be given daily for at least a fortnight. The 
important thing is not to regard quinine blindness as a 
harmless symptom but to take energetic measures to 
avoid it; and when established to institute immediate 
and maximal fluid exchange. 

SUMMARY 

A case of quinine amaurosis is described in a patient 
with no idiosyncrasy who received massive dosage of 
quinine salts and eventually became so blind as to 
become a suitable patient for St. Dunstan’s. 

Evidence of damage to the retinal cells by quinine 
with the production of a scotomatous or “ sieve-like ”’ 
field is given, and the milky appearance of the retina is 
attributed to the ischemia produced by toxic swelling of 
the endothelium of the small vessels. 

Treatment is designed to effect early and vigorous 
fluid exchange—locally by paracentesis of the cornea 
and emptying of the anterior chamber for the first few 
days, at least in one eye; generally by purgation and 
copious drinks, intravenous saline and thecal drainage. 
The processes of oxidation in the retina should be facili- 
tated by a generous intake of vitamin-B complex and 
ascorbic acid. 

To avoid such catastrophes quinine dosage should be 
cautious and the drug should be stopped at once if 
visual symptoms arise. 

We should like to thank Mr. Robert Davenport for his 
letter about this patient’s progress at St. Dunstan’s. 
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Reviews of Books 


Maternal Overprotection 
Davipo M. Levy, mp. (Oxford University Press, 
Pp. 417. 30s.) 

CHILD guidance clinics must eventually be judged not 
by the urgency of the need they try to meet, but by their 
preventive and therapeutic successes: the best of them 
would also be judged by their research contributions. 
Few of our chnics have so far provided the material for 
any such judgment. In this book one of the most famous 
and well-staffed of child guidance clinics—the former 
Institute for Child Guidance, New York City—offers an 
honest and valuable review of its work on a problem ”~ 
of great importance in the psychological adjustment of 
children. Instead of taking some common psychiatric 
assumptions about this matter for granted, Dr. Levy 
has had the rich case-material of the clinic sifted for 
““pure’’ cases of excessive maternal devotion and 
solicitude, and has analysed in these the effect upon the 
children’s social maturity of prolonged breast-feeding 
and similar manifestations of the mothers’ attachment. 
Many of the problems in these children—sleep, ‘sex, 
control of micturition, feeding habits—are reviewed ; 
and the rdéle of their fathers, almost always submissive, 
amiable and ineffectual minor figures in the family 
drama, is described as well as that of the demanding 
mothers. A significant and candid chapter on treatment 
and outcome indicates that direct psychotherapy of the 
over-protected children was uniformly unsuccessful, 
irrespective of the psychiatrist’s experience and skill; 
psychotherapy of the over-protective mothers, had been 
left almost entirely to the social workers of the clinic, 
and was likewise as a rule ineffectual, though advice 
and change of the child’s environment had considerable 
success. In accounting for the failure of psychotherapy 
carried out by the social worker, Dr. Levy considers 
that the dimensions of the problem were not realised and 
that the réle of psychotherapist cannot be combined 

, With that of counsellor and educator.’ In spite of the 
failure of psychotherapy (which was not the only treat- 
ment given) the results in these cases were not on the whole 
unsatisfactory. In follow-up studies made 9-12 years 
after the 19 treated children of the over-protected group 
had attended the clinic, 2 were successfully adjusted, 


n 
n 
s 
is 
3 
t 
t 
l 
| 
i 
> 
3 


568 THE LANCET] 


15 partially adjusted, and only 2 unimproved. The 
detailed case studies recorded give, however, a vivid and 
better notion of the problems and the outcome than any 
statistics can. The book is a model of the retrospective 
analytic studies that will help to establish child guidance 
on a secure basis, free from extravagances, and of great 
avail in preventing the development of those serious 
psychopathic maladjustments which bring harm to 
the subjects and to society. The study also throws light 
on normal mental hygiene and the upbringing of the 
healthy child. 


Aniacinamidosis 
The Common Form of Niacin Amide Deficiency Disease. 
W. KaurMan, PHD,MD. (Yale University Press. Pp. 62.) 
Dr. Kaufman believes that insufficiency of nicotin- 
amide is widespread and that a vast number of non- 
specific signs and symptoms are often due to this cause. 
Among these he includes a great number of psychological 
manifestations, as well as a form of joint trouble, in- 
distinguishable from hypertrophic and atrophic arthritis, 
in which 50-100 mg. of nicotinamide, given three times 
daily, leads to progressive restoration of mobility. The 
amount of nicotinamide needed is influenced, he believes, 
by atmospheric conditions, exposure to sun, phase of 
the menstrual cycle, changes in basal metabolic rate, 
ingestion of other accessory food substances and of 
alcohol, and indulgence in muscular work. He considers 
that the human requirement of nicotinamide is 150-350 
mg. daily and that those suffering from the deficiency 
are unlikely to obtain enough from their food without 
drastic change of food habits, which may be impossible 
in war-time. That deficiency is prevalent among the 
civilian population of the USA, and probably among 
the Forces also, is deduced from a study of 150 private 
patients, but there is no description of the diet or mention 
of income level. 


The Physical Basis of Personality 

V. H. Morrram, MAcAmB. (Pelican Books. Pp. 124. 9d.) 
THE age-old question ‘“‘ What is this thing called 

‘I’?” is still engrossing. That it is unanswerable 
hardly matters if in seeking the answer we learn some- 
thing more about ourselves and the world we live in. 
Professor Mottram outlines here what we know already— 
much or little—and tells how some have interpreted 
that knowledge. From the first page he is on terms of 
friendship with his reader, writing with his accustomed 
directness, wit and judgment, and with beautiful 
modesty. The chapter headings might suggest that 
this is just another of those little books, for non-medical 
readers, about cells, chromosomes inheritance, the nervous 
. system and the endocrines ; but it is soon clear that this 
one deals at least as much with philosophy as with 
physiology. Professor Mottram’s reverence for scientific 
method does not forbid him to conceive of perception 
other than sensory: he suspects himself of an inward 
ear, and, in his “ Recapitulation and Coda,”’ betrays a 
feeling for some unutterable counterpoint which escapes 
his eighth nerve. Are we predestinate, our every act 
determined by what has gone before ? Perhaps: but 
he gives us some reasons why we need not be driven to 
this sterile and disheartening conclusion. 

Varicose Veins, Hemorrhoids, and other Conditions 
Their treatment by injection. R. RowprEen Foote, mRrcs, 
pRcoG, physician in charge of injection clinic, Royal 
Waterloo Hospital, London. (Lewis. Pp.119. 12s. 6d.) 

More than half this small book deals with varicose 
veins, and the remaining sections with the injection of 
hemorrhoids, hernia, varicocele, bursa, ganglion, nzevus, 
and anal fissure. The therapeutic approach is main- 
tained throughout the book, pathological features being 
only discussed incidentally. The various clinical tests 
for venous insufficiency are described in detail, with the 
indications and contra-indications for injection. Sclero- 
sing solutions favoured are ‘ Lithocaine,’ ‘ Ethamolin,’ 
quinine and urethane, sodium morrhuate, and twin 
injection of quinine and urethane with lithocaine ; and 
their scope and advantages are outlined. Operation is 
required for cases which show incompetence of the 
valves of the internal saphenous véin in the thigh. 

Mr. Rodney Maingot describes the surgical procedure 

he employs—namely, ligation at the saphenofemoral 

junction, with simultaneous injection of the vein distally. 


all patients being encouraged to walk a little after the 
first 6 hours. The benefit derived by ulcer cases is 
understated, for Dr. Foote advises continuous support of 
the leg by crépe bandage or elastic stocking, whereas if 
the ulcer is soundly healed with a firm pigmented scar 
support is no longer necessary. The injection treatment 
of hemorrhoids and of hydrocele are well described, but 
practitioners would do well not to attempt them without 
special experience, for serious complications have 
followed. The injection treatment of hernia is con- 
demned,- varicocele is noted as presenting special 
difficulties, and with ganglia there is danger of the 
sclerosing process extending into a joint or tendon sheath. 


The second series of Sir ALMROTH WRIGHT’Ss “‘ Studies 
on Immunisation ’’ (Pp. 256. 25s.) have now appeared 
as the fourth volume in the collected researches from the 
inoculation department of St. Mary’s Hospital, which 
Messrs. Heinemann are in process of publishing. 


New Inventions 


DRAINAGE BOX FOR PUNCH PROSTATECTOMY 
PATIENTS who have previously had a suprapubic 
cystostomy are often referred for ‘ punch prostatec- 
tomy.”’ The device described here is of value in such cases. 
The drainage box lies in the abdominal wall between the 
sinus and the symphysis pubis. A straight tube passes from 
the box through the suprapubic sinus into the bladder. 
This tube passes in a direction away from the pelvis. The 
natural direction of a suprapubic sinus is towards the pelvis, 
but the skin of the abdominal wall is sufficiently lax to allow 
the tube to lie easily in 
position. The tube must 
be directed towards the 
fundus of the bladder 
because otherwise it 
would interfere with the 
movements of the resec- 
toscope. Where the sinus 
is too small to admit the 
tube, dilatation must be 
performed, uterine dila- 
tors being very suitable 
for the purpose. There 
is a generous opening at 
the vesical end of the 
tube. The external end 
has a device for partial or complete closure, and is also 
made to fit a suction syringe. A perforated tray lies over 
the box and catches excised pieces of tissue. Two large 
tubes provide an outlet for fluid from the box; this is 
directed by rubber connecting-tubes to the usual receptacle 
which lies between the surgeon and the operating-table. 

The device much simplifies the operation of punch 
prostatectomy. Without it, the operator must interrupt 
his resection of tissue or coagulation of vessels each time 
the bladder fills. Time is then wasted while the bladder 
empties. During this phase pieces of excised tissue 
sometimes jam in the instrument and must be removed 
by suction syringe or specimen forceps. Using the 
drainage box the flow is always in one direction and 
excised tissue passes into the perforated tray. The flow 
is for the most part automatic but requires the supervision 
and occasional intervention of an assistant. When 
pieces are reluctant to leave the bladder suction may be 
applied by syringe. 

The main advantage of the instrument is a considerable 
reduction in the duration of the operations, often a factor 
of great importance. Using the normal technique of 
perurethral resection I require at least three-quarters of 
an hour to resect 40 grammes of tissue. This can be done 
in less than thirty minutes using the drainage box. In 
addition to cases referred with a suprapubic cystostomy, 
the beginner may find the box useful in the second stage 
of a deliberate two-stage operation. It will not, however, 
justify attempting perurethral prostatic resection without 
a long apprenticeship in cystoscopy and urethoscopy and 
some experience with an expert in the operation. 

The instrument was made for me by the Genito-Urinary 
Manufacturing Co. I am indebted to Mr. Schranz for advice. 


Glasgow, C3. T. L. CHAPMAN, FRCs. 
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A NEW BROCHURE 


“THE USE OF 
PLASTER OF PARIS. 
IN THE 
TREATMENT OF 
BURNS” 

A sini of the stages of Burns Treatment 
for which plaster of Paris has been used with 
success has been carried out by the Medical 


Department of the manufacturers of “‘Cellona.”’ 


Copies of a limited edition of the new 
publication are now available, on request, to 
members of the medical profession who are 


interested in this technique. 


The brochure reviews the work of eminent 
surgeons, who have placed their experience 
in dealing with service and civilian casualties 
at the disposal of the department. It defines 
the rationale of the method and includes 
references to most of the recent literature on 


Burns Treatment. 


Published by T. J. Smith & Nephew Ltd., 5, Neptune Street, Hull. 


Manufacturers of ‘‘ Cellona’’ and “ Elastoplast.” 


INFECTION 


The high prophylactic value 
of BEMAX* 


A sufficiency of at least five factors of the B complex has been shown experimentally to be 
essential for maintaining normal phagocytic functions.! So also has a satisfactory protein intake. 


Bemax, with'a digestible protein content of over 30 per cent. and containing so many factors 
of the B complex including vitamins B, and B, should therefore be of signal service in building 
a high resistance to infection. It should be used especially in the last 3 months of pregnancy. 


1 J. Immunol. 1943, 47: 493 


The Vitamins and 


Minerals in 


Vitamins Limited, 23, Upper Mall, London, W.6. 


Bemax provides, at time of manufacture, 


approximately :— 
Vitamin - - 280 i.u. per oz. 
Vitamin B, - - 250 i.u. (0.75 mg.) » 
Vitamin By, (Riboflavin) - - O3mMg. 
Vitamin B, - - 0.45 mg. 
Vitamin E - - - - 80mg. ,, 
Manganese - - - - 40mg. ,, 
Iron - - - - - 2.7mg. 5, 
Copper - 2045 mg. 5 
Protein - - - - - - 30% 
Available Carbohydrate - - - 39% 
Fibre - - - 2% 
Calorific Value - - - - 104 per oz 
15 
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DIPHENAN B.D.H. 


{{ 

: A Highly Active Non-toxic Oxyuricide 

lt Diphenan is the most active anthelmintic against threadworms so far introduced. 
\\ It quickly eliminates the parasites, and, provided adequate precautions are taken 
( against re-infestation from the ingestion of eggs towards the end of a course, 
( treatment is effective. 

\ Diphenan B.D.H. is an exceptionally pure product, and, despite its great activity, 
it is virtually non-toxic. 
) 

( | Treatment with Diphenan B.D.H. is characterised by the following advantages :— 
») 1 The drug employed is colourless and practically tasteless. 


(( 2 No nausea, vomiting or visual disturbances are to be anticipated. 
3 Treatment is of relatively short duration. 


i Details of dosage and other relevant information on request. 


THE BRITISH DRUG HOUSES LTD. LONDON N.1 


Telegrams: Tetradome Telex London 


Telephone: Clerkenwell 3000 


\\ Diphn/E/7b 

\\ 


The most potent synthetic oestrogen 


@ Dienoestrol is the most potent and least toxic of the synthetic 
oestrogens. 

The nausea and sickness commonly experienced with stilboestrol 
are conspicuously absent with dienoestrol. This is of particular 
importance in the treatment of carcinoma of the prostate. 

It is completely effective by mouth ; the indications for its use are all 
those conditions requiring oestrogenic therapy. 

It is effective in doses of about one third to one quarter of those used 
in stilboestrol therapy, and is available in tablets of 0.1 and 0.3 mg. 
A 5 mg. tablet is available on application, for special use in prostatic 


carcinoma. 


DIENOESTROL... 


Tablets of 0.1 mg. in bottles of 25, 100 and */,000 
Tablets of 0.3 mg. in bottles of 25, 100 and *1,000 
*Dispensing size only. > 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
16 
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The Problem of Ageing 


Tuat old age itself is a disease, many would deny : 
but if it be conceded that it is a natural degeneration, 
a decline in functions and tissues, it is so like a disease 
that it is evidently as much a matter for the doctor 
as for the philosopher, the economist and the adminis- 
trator. Yet doctors have devoted to the causes, 
nature and treatment of this process far less research 
than to those of many an ailment that can neither 
kill nor corrode. Of late there has been a quickened 
interest, expressive of the uneasy concern which 
begins to trouble the whole of our infertile generation. 
The Royal Commission on Population has its medical 
and biological committee, which will doubtless 
consider the investigation of old age to be as much 
one of its problems as the methods of furthering 
healthy conception and birth. It is impossible, 
however, for any such committee itself to compass 
the range of medical inquiry called for in this neglected 
field. Much independent research, collation of material, 
and adequate support, both financial and scientific, 
are needed. In the United States the Josiah 
Macy Jr. Foundation has given notable help, not 
least in sponsoring the indispensable compilation 
edited by E. V. Cowpry. The Nuffield Foundation 
has set up in this country a Survey Committee, 
which largely through its medical subcommittee is 
likely to be the chief agency for stimulating, 
coordinating and supporting the medical study of 
senescence. No foundation can take the place of 
competent investigators who themselves decide what 
lines and methods of inquiry they believe promising : 
but a central organisation, actuated by an enlightened 
policy for encouraging research, can do much towards 
attaining the disinterested ends it thus sets before 
itself. So long as all doctors who are already studying 
the matter assist the Foundation by communicating 
the results of their work or its general tenor, the risks 
of wasteful duplication and needless isolation can be 
minimised, the gaps in any large research programme 
perceived, and help be given where it is needed. 
Now that the Nuffield Foundation is taking up its 
own quarters at Mecklenburgh Square, the survey 
committee may well become a major influence in 
furthering research on the problems of ageing. 

In old age medical and social problems are in- 
separable. Infirmity may enforce idleness, and 
bereavement loneliness ; the idleness and the lone- 
liness together may lead to self-neglect, insufficient 
food, and deterioration both mental and physical. 
Timely correction of a handicap, on the other hand, 
and readjustment of tasks may enable the ageing 
person to remain an active, self-supporting, happy 
member of the community. If those in the prime of 
life who are handicapped by disease and injury are 
to be retained in employment, as the Disabled Persons 
Employment Act, 1944, lays down, there is much 
justice, as well as national and individual advantage, 
in the same principles being applied to the aged. 
BEVERIDGE wrote in his report: ‘‘ The natural 
presumption from the increasing length of life is that 
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the length of years during which working capacity 
lasts will also rise, as health improves, as by freedom 
from want in childhood and by freedom from want 
and idleness in working years the physique and the 
courage of the citizens are maintained.” He thus 
repudiates acquiescence in a hastening decrepitude 
that might be avoided: ‘many are too early old, 
and before the date of age. Adversity stretcheth 
our days, misery makes Alemena’s nights, and time 
hath no wings to it.” Such a view demands as 
corollary that allowance be made in industry for the 
waning powers or the special handicaps of old age— 
deafness, bad sight and the like. Whereas the young 
who are crippled, blind, deaf, nervous or slow can be 
trained to develop skill which will compensate for 
what they lack or at least make the lack less disabling, 
the aged cannot be taught new tricks, their infirmities 
are permanent. With them it is not a question of 
rehabilitation, but of adjustment: jobs must be 
found adjusted to their now limited powers, and they 
must adjust themselves to their changing: condition 
without that sharp break called retirement, which is 
at first often welcomed as marking release from the 
burden of earning and working, but later often 
regretted as the beginning of an unfriended, melan- 
choly, slow and aimless tedium. It is better that 
something should be asked for from the aged, so long 
as it is not more than they can contentedly give ; 
“ne postulantur quidem vires a_ senectute ... 
itaque non modo quod non possumus sed ne quantum 
possumus quidem cogimur”’ is Cato Magor’s com- 
plaint in the De Senectute, and it may be hoped that 
social medicine and industry will take heed of it. 
Provided always that in positions where freshness is 
all, the old are not left to clog and petrify affairs ; 
for we have it on wise authority that men of age 
object too much, consult too long, adventure too 
little, repent too soon, and seldom drive business 
home to the full period, but content themselves with 
a mediocrity of success. Although admittedly life 
can only be lived forward, we have KrERKEGAARD’S 
authority (in Mr. Ustinov’s new play) that it can 
only be understood backward. 


Foreign Bodies in War Wounds 


EXP.Losives have so largely replaced cold steel in 
modern warfare that a single wound, unless it be a 
groove, almost certainly points to a retained foreign 
body. Double wounds are usually perforating wounds 
but they may indicate two retained missiles; and 
multiple wounds in one area warn the surgeon that 
when he inspects the X-ray plate he will see the snow- 
storm effect which will be a severe test of surgical 
enterprise. Foreign bodies vary as much as bacteria 
in their pathogenicity. The most benign foreign 
body which a man can harbour is a bullet, since it is 
heat-sterilised during its flight, smooth, and does not 
disrupt soft tissues outside its path or carry in such 
bits and pieces of the outside world as manured earth 
or clothing. Jagged fragments from mines, shells, 
grenades and bombs do not possess these advantages, 
and their most lethal effect in men who reach surgical 
aid is to drive before them shreds of soiled clothing. 
Large pieces of wood, stone or lead glass are more 
likely to be inherently infective and are less easily 
seen by X rays, while small bits of these substances, 
especially of glass, are usually invisible to the 
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radiologist. Phosphorus-bearing missiles are probably 
the most difficult of all foreign bodies to treat because 
they must be removed whatever the surgical hazard. 
Fortunately most of the foreign bodies with which 
the military surgeon must cope are metallic, 
radiopaque, and free from phosphorus. 

Ideally all foreign bodies should be removed as 
soon as they have entered the tissues ; not even the 
surgeon in the forward area is sufficiently near the 
firing line to attain such perfection. But without 
removal of the agent which caused it no penetrating 
wound has received full treatment, and the statement, 
sometimes seen in field medical cards, that the wound 
was excised but the missile not recovered is a contra- 
diction in terms: The primary task of forward 
operating however is to treat the wound as thoroughly 
as the condition of the patient, the military situation 
and the facilities available allow ; the causal fragment 
will often be recovered incidentally without difficulty. 
But there are wounds which cannot be treated 
properly unless the surgeon knows where the foreign 
body is and can plan his incision appropriately and 
foresee what difficulties he is likely to encounter. 
As Oattvie! says, foreign bodies should be left 
behind because the surgeon considers that the wisest 
policy, not because he has no idea where they are. 
In earlier campaigns in this war it was common for 
forward surgeons to have to operate without the 
assistance of X rays and it was surprising how often, 
particularly in men who reached the forward surgical 
unit late with suppuration established, the fragment 
could be felt and recovered. Without X_ rays, 


wounds near joints, of the buttock and of the abdomen 


were a great anxiety; though the resulting harm was 
more often to the surgeon’s peace of mind than to the 
patient’s wound. Today most field surgical units 
have X-ray facilities to produce those rough plates 
which are all the forward surgeon requires. At the 
advanced base hospital foreign bodies are usually 
extracted because wounds continue to suppurate. 
The primary object of operation is now to remove the 
foreign body, and many refinements for localisation 
are at hand. First among these are good X-ray 
plates assisted by marking of the entry wound and by 
suitably placed indicators on the skin, as BRAILSFORD # 
has recently described. Facilities for stereo films are 
also available. Fluoroscopy can be practised by a 
radiologist who is properly protected, and the use of 
metal pointers under the screen followed by marking 
of the skin with ink is often useful. Fluoroscopy 
may also help by showing movements of the missile 
in relation to surrounding structures. KIRSCHNER * 
has suggested that where small fragments are involved 
a hollow needle should be introduced down to the 
fragment under fluoroscopy and methylene-blue 
injected round it for the subsequent guidance of 
the surgeon. At the advanced base there is time 
and scope to work out the depth of foreign bodies 
from the surface by those ingenious methods which 
sometimes give more pleasure to the radiologist than 
help to the surgeon. Localising probes of many 
ingenious typ®s have been invented, though they do 
not seem popular among British surgeons. These 
probes vary from the porcelain affair of LARREY’s 
1. Ogilvie, W. H. Forward Surgery in Modern War, London, 1944. 
2. Brailsford, J. F. J. int. Col. Surg. 1944, 7, 85. 


3. Kirschner, M. Der Chirurg. 1940, 12, 597. 
War Med. 1943, 3, 368. 


Abstr. in Bull. 
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day, which took a black smudge if rubbed on a lead 
bullet, to the modern porcelain probe which carries 
the tuning coil of a wireless set and can be made to 
buzz when it reaches the vicinity of a metal body of 
any kind. So enthusiastic are the Germans about a 
radio-frequency probe of this type named the Bolo- 
scope that Scui~aarr* has been unable to resist 
removing with its aid fragments in more than 99°, 
of the 1200 penetrating wounds he has treated. 
FaRMER and OsBoRN® have described a similar 
device in these columns which will detect a sixpence 
at 4 inch but they did not think it sensitive enough to 
give the surgeon much help. All probes suffer from 
the disadvantage that the missile once located must 
be approached in the line of the probe. Surgical 
anatomy will often suggest a better route for removing 
a foreign body located by radiography. 

After a wound has healed, foreign bodies are 
removed because their presence is either giving rise 
to symptoms or is likely to do so. The most certain 
indication for removal at this stage is suppuration 
around the fragment, which must therefore be 
removed unless the dangers of the surgical approach 
make a persistent sinus preferable. The benefits of 
removal are most problematical in those cases where 
future trouble from a foreign body is expected. 
Suppuration, hemorrhage or continuing fibrosis are 
the dangers predicted, but no statistics on the actual 
results of leaving healed-in foreign bodies have yet 
been produced. Most surgeons hold that a missile 
over } inch in diameter should be removed from the 
tissues but there are many old soldiers in good health 
who carry about larger pieces of metal than this. 
Metallic fragments under the skin should be removed 
if they give rise to annoyance, as they often do. 
Fragments in contact with arteries are probably 
dangerous because they tend to erode the vessel, and 
sometimes give rise to pain. Those lying against 
nerves which are functionally intact may give rise to 
delayed neuritis or neuralgia ; in joints they should 
be removed as a likely cause of osteoarthritis ; near 
tendons they may cause fibrosis with limitation of 
movement. D’Asprevu and his colleagues* advise 
removal of foreign bodies over 4 inch in diameter 
from the thorax because they fear abscess formation 
and hemorrhage, though SALIScHEV ’ does not think 
that lung complications need treatment till they 
arise. Fragments in the peritoneal cavity should 
seldom be removed unless of gross proportions, since 
they are likely to be wrapped round in dense adhesions. 
Foreign bodies in the brain, especially if lying deeply, 
should not be touched. Despite all the injunctions, 
advices and directives there can be no general rule 
applicable to all cases. The official Field Surgery 
Pocket Book says, “ It is difficult to give a categorical 
answer to the question of whether a buried missile 
should be removed, for the decision depends on many 
factors.” A categorical answer is notmerely difficult, 
it is impossible. 

Abstr. in Dtsch. med. Wschr. 1944, 70, 461. 


1941, i, see. 
Farmer, F. T., Osborn, 8. B. oe 1941, ii, 
, Hodson, 1944, ii, 265. 


See also, Lancet, 


Salischev, x Khirurgiya, eee 1943, nos. 5-6, p. 48 
Abstr. in Bull. War Med. 1944, 5,17. 


Mr. ERNEST HEY GROVES, emeritus professor of surgery 
in the University of Bristol and for twenty-eight years 
editor of the British Journal of Surgery, died at Bristol 
on Oct, 22 in his seventy-third year. 
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Health and Social Change 
AtTHoucH the requirement that each medical 
officer of health shall write annual reports implies a 
conception of dynamic social study, most inquiries 
into the relationship between social conditions and 
health have been static. 

Morris and Trrmuss’s paper on the recent history 
of rheumatic heart disease! is important because it 
relates a change in the state of public health to a 
social change. It is a dynamic study. Having pre- 
viously demonstrated a clear association between 
poverty and a high death-rate from rheumatic fever 
or rheumatic heart disease, they have now tried to 
discover how the mortality from juvenile rheumatism 
was affected by the economic depression. Taking as 
their basis the ‘‘ normal” years 1927-29, they follow 
the mortality through the slump to the period of 
recovery in 1936-38 in the 83 county boroughs of 
England and Wales, and they relate it to the incidence 
of unemployment in each of these areas. In passing 
it may be mentioned that this presented considerable 
difficulties, because of changes in boundaries, because 
the areas covered by different authorities (e.g., the 
local authority and the Ministry of Labour) do not 
coincide, and because age-composition could be 
derived only from the decennial census. Studies in 
social medicine would be facilitated by greater uni- 
formity in the compilation of official statistics and an 
extension of statistics to meet the essential needs of 
the subject. The attempt now being made to apply 
sampling methods to morbidity studies offer a possi- 
bility in this direction. 

Comparing the findings in the different county 
boroughs, Morris and Trrmuss demonstrate a definite 
relationship between the rheumatic mortality-rate 
and the extent of unemployment. ‘This is the static 
relationship between the two. Comparing the mor- 
tality in different years, when unemployment was high 
and when it was low, they are able to show a positive 
correlation if the mortality-rates are “lagged ” for a 
period of three years ; that is to say, it seems that the 
effects of a rise of unemployment on the mortality 
from juvenile rheumatism, and heart disease arising 
from it, do not reach a maximum for three years. 
But the effects of a reduction of unemployment 
during the period of recovery are less conspicuous : 
the mortality-rates from rheumatic heart disease 
failed to fall to the extent that was expected. To 
explain this the authors suggest “‘ that with the partial 
lifting of the depression the more permanent diverse 
factors such as bad housing and the proportion of 
low-paid workers were no longer overshadowed and 
reassumed their influential réle in determining the 
course of the death-rate. These factors retarded the 
decline in mortality which set in towards the end of 
the 1930’s.”” Perhaps the expected correlation might 
have been established if the study could have been 
continued beyond 1939. But is it in fact reasonable 
to suppose that there will be symmetry between the 
slump and the recovery phase ? The period between 
1925 and 1929 may be regarded as “ one of the biggest 
booms in economic history,” * and this long period of 
prosperity was sufficient to create physical reserves 
which may have delayed the rise in mortality until 
1. Morris, J. N., Titmuss, R. M. Med. Offr, Aug. 26, Sept. 2, 

Sept. 9, 1944. 
2. Robbins, The Great Depression, London, 1934. 
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three years after the rise in unemployment figures. 

- Apart from this, however, the rate of physical recovery 
need not necessarily be the same as the rate of decline. 
The depression was characterised by its traumatic 
onset, with violent reductions in wages and sudden 
increases in the numbers of unemployed, whereas the 
recovery phase was characterised by re-employment 
at a slower rate and at low wages, wage rates being 
very often little above (and occasionally below) the 
rates of unemployment benefit or public assistance. 
On finding work again, the unemployed man might 
have a long period before his standard of living 
reflected any improvement, for he often had to pay 
debts, make up arrears of rent, and buy clothes and 
tools. Another factor which may to some extent 
invalidate the use of the unemployment figure as an 
index is the probability that the incidence of mor- 
tality is higher in the poorest groups of the unem- 
ployed and that their experience of unemployment is 
more intense than that of the unemployed as a whole. 
The “long-term ”’ unemployed, as they came to be 
called, who had the worst employment record during 
the boom, were very often the first to become unem- 
ployed in the slump and the last to be re-employed in 
the period of recovery. If this was so, and if this 
group was responsible for a large proportion of the 
mortality, it is unlikely that the mortality-rates would 
recover at the same rate as the total employment 
figure. A correlation might be found, however, 
between the mortality-rate and the numbers of “ long 
0 aia ” out of work at all stages of the trade 
eycle. 

It appears then that our knowledge of the relation- 
ship between social conditions and health would be 
increased if instead of having to rely on the unemploy- 
ment rate as our index of poverty, we had a more 
sensitive index which took into consideration such 
factors as nutrition, housing accommodation and real 
wages. An index of total morbidity like that now 
being developed for the Registrar-General’s depart- 
ment by the Wartime Social Survey used with this 
social index would make possible a more complete 
assessment. But these utopian suggestions in no 
way detract from our appreciation of Morris and 
TiTmvuss’s study, and we look forward to their further 
observations on the medical consequences of the slump. 


Annotations 


HARVEY AND THE WRITERS ., 

WHEN the new wine of the Renaissance came to set 
men thinking along fresh audacious lines, doctors were 
not among the first to snatch the cup. In art, music 
and literature new schools sprang up, new subjects were 
discussed and set down on paper or on canvas ; but the 
doctors plodded on and the voice ef Aristotle, pro- 
claiming the experimental method, fell faintly on their 
sluggish ears. Some who were not doctors heard it. 
Francis Bacon caught his death chill when stuffing a 
fowl with snow on Highgate Hill, intent on proving that 
animal tissues could be preserved by cold; and Bacon 
was Harvey’s patient. In medicine Harvey was the 
first to hear it ; perhaps his patient was also his doctor, 
if a doctor is one whe teaches. By that time the wine 
of the Renaissance was old, and none the less potent for 
that: we owe to Harvey this deep intoxication with the 
experimental method, which has meant and will yet 
mean so much to science. Whether his influence, 
as Sir Edmund Spriggs suggested in his Harveian 
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oration,! also favoured a gradual approach to more truth 
in literature is not so easy to say. It would be hard to. 
tind truth more honoured than in Shakespeare’s work ; 
Rabelais presented symbolic truth of another kind, and 
Bacon had his own shrewd knowledge of men: and these 
were Harvey’s precursors. Among his contemporaries 
were Sir Thomas Browne and John Bunyan ; Harvey 
may have influenced their taste for truth, but it seems 
unlikely. Writers of the artificial comedies and novels 
of the Restoration and eighteenth century were yet to 
come; so were the many nineteenth and twentieth 
century hacks who addressed themselves to the thalamus 
rather than the cortex, and whose concern for truth 
would lie on an old-fashioned threepenny-bit. 

If authors have shown as a whole a growing regard for 
truth since Harvey’s day, there have at least been 
plenty of exceptions. But a contention is none the 
worse for being debatable and Spriggs supported his 
with ingenuity and the knowledge won .from wide 
reading. Harvey’s works are in medieval Latin, so 
that though he may have influenced thought he can 
hardly have affected style. But he was a good letter 
writer, direct, informative, human.’ The orator 
quoted from some of the doctors who have shown a 
taste for writing since his day, and reminded the 
company of many others. Among English writers 
Smollett, Goldsmith, and Keats come at once to mind, 
with Schiller in Germany and Turgeniev in Russia. 
Stretching his theme a little, he recalled that many 
notable writers were associated in some way with 
medicine; thus Stendhal owed much to a doctor 
grandfather, while Flaubert was a medical student and 
a doctor’s son. The case he made out for the advantage, 
toa writer, of a scientific training was plausible and gave 
the opportunity for a genial and informed review of 
letters since Harvey’s day. 


THE WELL-COOLED LARDER 

We have heard a great deal in recent times about the 
installation of refrigerators in new houses and it has 
been stated positively that the emergency houses are 
to be so equipped. There are some difficulties in the 
use of refrigerators in small houses. In the first place, 
the apparatus has a mechanism which requires careful 
handling and the natural curiosity of small boys may 
tempt them to interfere with its working. Secondly, 
refrigerators have an awkward tendency to become 
unwholesome unless they are kept thoroughly clean ; 
‘and thirdly, there is the problem of size and the family 
needs. The large refrigerator is of great value but it 
uses a fair amount of power; and a very small re- 
frigerator is apt, like the slum, to become overcrowded 
and unpleasant. Quite recently Messrs. Frigidaire 
have introduced the idea of cooling down a good-sized 
larder with plenty of shelf area to a temperature below 
50°F. This is done by means of an air-conditioner 
worked by a small motor which is reputed to run for 
years without attention. The walls of the larder must, 
of course, be insulated and the room has to be fitted 
with a standard door air-sealed with a rubber gasket. 
The air inside the larder is not changed except when 
the door is opened; it is merely circulated by the 
cooling apparatus. The idea is attractive because it 
gives much more space at a reasonably low temperature 
suitable for keeping most foods, including milk. As the 
motor requires no attention and could be well enclosed, 
there is less likelihood of interference by the mischievous. 
On the other hand, the lagging of a room providing 
25-30 cubic feet and the use of an air-sealed door 
suggest a certain amount of expense, and the door at 
any rate provides opportunities for mismanagement. 
It would not be wise to give unqualified approval to 
such a scheme until comparative scientific tests have 


1, Delivered in the board-room of the Royal Infirmary, Manchester, 
on St. Luke’s Day. 
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been made. Both expense and effectiveness require 
careful study. Presumably, for example, the air.in the 
larder will be fairly well saturated and a temperature 
between 45° and 50° F. might encourage the growth of 
moulds. The proposal, however, deserves careful examina- 
tion and testing in actual use with a variety of foods. 


RECORDING OF CANCER CASES 

THE National Radium Commission has been responsible 
since its inception for a system of registration which 
included all cases of cancer treated with radium at the 
commission centres. It is therefore right that the com- 
mission should organise the registration of all the cases ot 
cancer applying for treatment through the approved 
schemes under the Cancer Act. The commission centres 
have been asked to put the system into use for a trial 
period beginning on Oct. 1, 1944, and record cards, with 
an explanatory booklet, have been issued.! These have 
been drawn up with great care and they offer an excellent 
opportunity of obtaining the accurate clinical and patho- 
logical records on which statistical analysis must be 
based. The various difficulties which may arise have 
been foreseen. The registration cards will be numbered 
serially and each unit to which they are issued will have 
to account for every number it receives, thus ensuring 
that no case once registered can be overlooked. Allow- 
ance is made for cases registered which afterwards prove 
to be benign, and when a patient is not treated in the 
registering unit the reason must be given. The amount 
of work involved in the registration of great numbers of 
cases must be a serious consideration both for the in- 
dividual centre and for the central bureau, and the need 
for competent registrars with adequate clerical staff 
must be met. It is evidently intended that cancer 
registrars shall be appointed who will be important 
members of the team. These registrars must possess a 
wide knowledge of the manifestations of the disease, 
and will have to be well grounded both in the surgery 
of malignant disease and in radiotherapy. Every effort 
has been made to ensure that correct terms are used and 
headings subdivided to meet all contingencies, but there 
remain many borderline cases in which only an experi- 
enced observer can decide which is the correct category. 

On the foundation of these records a great structure of 
clinical research will be built. The success of present 
methods of treatment will be assessed and new methods 
will be evolved and tested. For this purpose statistical 
sampling is needed, and the difficulty of obtaining com- 
parable samples is well known. The usual method of 
dividing cases into groups for sampling has been to use 
clinical findings to distinguish stages, usually four, rang- 
ing from early to late. Even when the greatest care is 
taken the interpretation of clinical findings varies greatly 
from centre to centre and even from clinician to clinician. 
The commission has therefore preferred to separate the 
condition of the primary growth from that of the second- 
ary lymph-nodes. The primary growths are entered as 
“early” or “ late.’ In general an “ early’ growth is 
one limited to the organ of origin, but for the common 
sites—breast, uterine cervix, mouth and skin—clear 
definitions are given. For ‘‘ mouth’ an unusual step 
has been taken in defining an early growth as one which 
has an estimated maximum diameter of less than 4 em., 
those familiar with the problem of accurately recording 
lesions inside the mouth will agree that this is a satis- 
factory compromise. Secondary lymph-nodes if present 
are described as mobile or fixed, and the number of 
lymph-node areas affected must be mentioned. Patho- 
logical findings on material removed at operation do not 
affect the clinical records but the results of histological 
examinations are entered. A subheading “* indetermin- 
ate ’’ is allowed because of the known difficulty of making 
a definite diagnosis from fragments of material obtained 


1. Ministry of Health. Treatment of Cancer. Directions for the use 
of Record Cards, 
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by biopsy of rare or atypical tumours. The decision 
whether a case is to be registered as malignant or not 
must then rest on the clinical diagnosis. Under the 
heading “ treatment ’’ the centre must note whether the 
intent is radical or palliative. Clear thinking before 
treatment is begun is the best safeguard of the patients’ 
interests, and this obligatory decision may do much to 
ensure that the correct method of treatment is chosen. 

Finally the centres are requested to use the Medical 
Research Council code numbers for the classification of 
sites,? a step which will aid in the completion of morbidity 
statistics. The whole scheme is an interesting experi- 
ment in large-scale statistical research on cancer, and it is 
to be hoped that after the trial period it will be adopted 
by every hospital treating cancer not only in the United 
Kingdom but in the Empire. 


AMCEBIC HEPATITIS AND LIVER ABSCESS 

AcuTE hepatitis is the commonest complication of 
intestinal amcebiasis amd usually produces a clinical 
picture so striking as to present the teacher with a 
veritable show-piece for differential diagnosis. The 
patient is feverish, with acute liver tenderness, referred 
shoulder pain and associated signs at the base of the right 
Inng. His anxious look, flushed cheeks and sweating 
facies reflect his anxiety. From the laboratory aspect 
there is usually little to guide the physician, except the 
almost invariable leucocytosis. The finding of Pntamwba 
histolytica or its cysts in the feces is useful as confirma- 
tion, but not essential for diagnosis, since they are more 
often absent than present. But all clinicians would 
agree that the miraculous response to emetine therapy 
is diagnostic. 

The symptoms and signs are ably summarised by 
Rachmilewitz * of Jerusalem. The hepatic pain, which 
is rarely well described in textbooks of tropical medicine, 
is almost always present and is mainly responsible for 
bringing the patient to his doctor. It extends over the 
entire liver and is intensified by deep inspiration, cough- 
ing, sneezing or sudden movements. The way in which 
the patient tries to protect his liver is so typical that 
hepatitis may be suspected by his carriage or the manner 
in which he turns in bed. He appears to carry his liver 
in his hands, or like a footballer with the ball tucked 
under his arm. The radiation of the pain to the right 
shoulder may be so prominent as to be mistaken for 
rheumatism of the joint ; rarely it is referred to the left 
shoulder. The slightest pressure on the liver brings on 
the pain. Other areas of tenderness are over the 
clavicular insertion of the right trapezius and between 
the clavicular and sternal origins of the right sterno- 
mastoid. Asarule there is limitation of movement ofthe 
right diaphragm, often with rales and a pleuritic rub 
over the base of the right lung. Occasionally signs of 
right pleural effusion may be elicited. Differential 
diagnosis presents a pretty problem. Cholecystitis, 
which is also associated with pain in the right hypochon- 
drium and sometimes also with referred shoulder pain, 
is almost invariably accompanied by dyspeptic symp- 
toms, whereas in ameebic hepatitis they are rare ; 
jaundice of some degree is to be expected in cholecystitis, 
and Murphy’s sign may be a useful pointer. Acute 
infective hepatitis before the appearance of jaundice may 
resemble ameebic hepatitis, and so may a perinephric 
abscess. One of the commonest errors of the novice in 
tropical diseases is to mistake the pain of hepatitis for a 
ruptured gastric ulcer. The associated signs at the base 
of the right lung may be taken for low-grade pneumonia 
or for a pleural effusion of pulmonary origin, so attention 
is distracted from the liver. Unfortunately, too, there 
is a residuum of cases of chronic amebic hepatitis with 
no pyrexia, pain or leucocytosis, but with gross enlarge- 
ment of the liver, either upwards or downwards. The 


2. Spec. Rep. Ser. med. Res. Coun., Lond. 1943, no, 248. 
3. Rachmilewitz, M. Acta med. orient, 1944, 3, 35, 
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blood-sedimentation rate is commonly raised, but the 
reaction to emetine therapy appears to be the surest 
guide in such cases. X ray of the base of the right lung 
may show doming and limitation of movement of the 
right diaphragm, and sometimes a pleural effusion, but 
often only obliteration of the costophrenic sinus. The 
true pathology of amebic hepatitis is not clear. That 
there is invasion of the veins of the portal system from 
ameebic ulcers in the large intestine is generally conceded, 
but whether there is actual massive embolism of the 
liver parenchyma by EF. histolytica or a generalised 
inflammatory reaction, which is essentially a defensive 
process, is still controversial. All gradations can be 
recognised between amesbic hepatitis and ameebie liver 
abscess. 

The minutiz# which enter into the diagnosis of amoebic 
or ‘tropical’? hepatic abscess would fill a volume. 
Sometimes the bulging liver, characteristic facies and 
clinical syndrome may be so typical as to be unmistak- 
able. But there are others, more especially the “‘ silent ” 
liver abscesses, which may tax diagnostic acumen to the 
utmost. Patrick Manson once remarked that the chief 
aid to diagnosis is to keep the idea of liver abscess pro- 
minently in mind. There is hardly a tropical fever for 
which ameebic abscess may not be mistaken, and tuber- 
culosis, malignant and hydatid disease, ascending 
pylephlebitis, cholangitis, cholecystitis and a dozen other 
abdominal conditions come to mind. But the silent 
abscess may wax and eventually eat away the greater 
portion of the liver without affording any ascertainable 
signs of its presence until it is discovered on the post- 
mortem table. The therapeutic test of emetine injec- 
tions, usually so helpful in acute hepatitis, often fails in 
frank hepatic abscess. It is only in the early stages of pus 
formation that emetine is likely to be effective, so the 
treatment of amoebic abscess of the liver still lies in the 
province of the surgeon. Secondary infection with some 
intestinal organism is common, and there appears to be 
some special connexion between hepatic amebiasis and 
the Bacterium enteritidis of Gaertner. The X-ray appear- 
ances may be decisive, but they fail to locate an abscess 
in the centre of the liver unless, as sometimes happens, 
it contains a transparent gas vesicle, and a picture of the 
outline of the abscess cavity can seldom be obtained 
unless it is calcified. There may be no previous history 
of dysentery and no evidence of ameebic infection from 
feces examination. Sometimes too there is no pyrexia, 
no leucocytosis, and no pain to warn the patient of the 
presence of an abscess till sudden rupture into the pleura, 
bronchus, stomach or some adjacent viscus raises the 
alarm, and by then it may be too late to save the patient. 
Such happenings have been recorded many times in the 
past, and two examples of unsuspected asymptomatic 
amebic abscess are reported by Walters and colleagues * 
in naval patients returning from the South Pacific naval 
zone. Both had been invalided with the diagnosis 
of filariaris. In both the amebic abscess was diagnosed 
only when it perforated into the subdiaphragmatic region. 
On perforation in both cases there was a sudden aching 
pain in the right shoulder, the right costovertebral region 
and the lower part of the right chest, associated with 
pyrexia and rigor. Radiography revealed progressive 
elevation of the right half of the diaphragm and loss 
of the acute cardiophrenic angle. A pronounced leuco- 
cytosis was present. Emetine therapy proved a failure. 
The right subdiaphragmatic space was exposed through 
subcostal incisions, when the abscess in the liver was 
found to communicate with the subdiaphragmatic 
abscess. Drainage was followed by complete recovery. 
Walters and his colleagues recommend that emetine 
should be tried whenever amcebie abscess is suspected ; 
if symptoms or liver enlargement persist aspiration 
should be carried out, and open surgical drainage should 


2. Walters, W., Watkins, C. H,, Butt, H., Marshall, J. M. J. Amer. 
med, Ass. 1944, 125, 963. 
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be used only when perforation into the peritoneum or 
dleura is actual or impending, or there is pyogenic 
contamination. 


INTERNATIONAL UNIT OF PENICILLIN 


A LonDoN conference convened by the Health Section 
of the League of Nations has reached agreement on the 
standardisation of penicillin. Sir Henry Dale, prs, 
who presided over the discussions, stated last week that 
the international unit agreed upon will be “‘ the specific 
penicillin activity contained in 0-6 microgramme of the 
international standard,” but particulars of the standard 
have not yet been announced. The members of the 
conference included R. D. Coghill, R. P. Herwick and 
M. V. Veldee (USA); Sir Percival Hartley, C. R. 
Harington and J. W. Trevan (Great Britain); and 
Dr. Trefouel (director of the Pasteur Institute, Paris), 
with Dr. Raymend Gautier, officer in charge of the 
Health Section. Sir Alexander Fleming and N. G. 
Heatley were among those attending as advisers. 


NORMAL DEATH-RATE OF THE NAVY 


MAJOR GREENWOOD, D SC LOND., FRCP, FRS 
PROFESSOR OF EPIDEMIOLOGY AND VITAL STATISTICS, LONDON 
UNIVERSITY 
E. LEwIs-FANING, BSC, PHD LOND. 

MEMBER OF THE MEDICAL RESEARCH COUNCIL’S STATISTICAL 
STAFF 

Most men and all statisticians, when they see a 
chronological arrangement of index numbers brought 
down to date, are stirred by a desire to know what the 
index will be in some future year. When those now 
oldish were young, and biometric technique novel, many 
thought that, if one could fit some mathematical function 
so closely to the arithmetical data that the “ curve ”’ 
virtually reproduced the data, then the curve would be 
a good prophet. The idea was naive because, inter alia, 
the functions which were most easily fitted, and usually 
fitted best, were polynomials, and so, applied to such 
indices as death-rates, must eventually give absurd 
values—negative death-rates or death-rates of more 
than 100%—and these of course did not contribute to the 
success of those going into business as prophets. 

Some 20 years ago, the late Raymond Pearl and L. J. 
Reed suggested a_more sensible plan—to use a mathe- 
matical function which could not give absurd results, 
The function they suggested had, unknown to them, 
been proposed almost a century earlier by a Belgian 
mathematician, Verhulst,. as suitable for describing the 
growth of populations. It is usually called, in honour 
of Verhulst, the Logistic Function. Its equation is: 

A + Bett where A, B and k are constants, e the 
Napierian base and t the number of units 
1 +e of time measured from a convenient origin. 

Evidently if k is negative then, with positively increas- 
ing t, y will approximate to A, while if t increases in 
absolute value but is negative in sign (viz., is going 
backwards in time) y will approximate to B. In Ver- 
hulst’s use—the ~+ of population growth—k would 
of course be positive. The graph of the curve is like 
a capital S with the letter tilted over, and the top and 
bottom elongated. This is a much more hopeful instru- 
ment of prophecy ; we can form some sort of guess as to 
maximum rates of mortality in the past and be quite 
sure that even in a new world a death-rate will not be less 
than zero. It is true enough that the form is rather too 
simple in its symmetry to be likely to be quite satis- 
factory ; still it is worth a trial. 

The official annual, the Statistical Report of the Health 
of the Navy, provides data from the middle of the 19th 
century to 1936. The death-rates from disease in peace 
vears are valuable indices, although they are only 
index numbers. A civilian can (apart from the relatively 
minor disturbance of migration) pass out of the official 
statistician’s sight only into the grave; a naval rating 
can be invalided out of the Service or retire from it. 
But the index number relates to a population the age 
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and sex composition of which does not change much in 
peace-time. It is an ‘index number which has decreased 
greatly over the last 80 or 90 years. In 1859 the rate 
was 11-8 per 1000; in 1936 2-00. If one of the usual 
polynomials is fitted to a range of the data—we tried 
the triennia from 1863-65 to 1911-13 the resultant curve 
fits the observa- 
tions very well; 
but used for pro- 
phetic purposes 
the polynomial 
is too optimis- 
tic. It requires, 
for instance, 
that the death- 
rate of 1921-22 
should be 0-92; 
the rate for that 
year was actu- 
ally 2-02 and 
193: still 1-40 in L L 1 L 1 

35-36. Again 
the polynomial 89s 8 8 
was impossibly MIDPOINTS OF TRIENNIA 
pessimistic for 
death-rates before 1850. We accordingly tried the logistic 
method. 


The work of Hodge! led us to think that the upper 
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asymptote of mortality in the Navy would be (in peace-’ 


time) about 16-0 per 1000 per annum. The rate of 
mortality from disease in 1830-36 was 11:8. In 1810-12 
(war-time) 38-3 according to Blane. Hodge estimated 
that the war-time excess was about 16 per 1000. It 
seems reasonable to regard the extra risk (of disease) 
as about doubling the rate so that the order of magnitude 
of the peace-time risk would be 16-20 per 1000 150 years 
ago. It is probable that going further back would not 
mean reaching higher rates, because, as various writers 


NAVAL MORTALITY FOR DISEASES (PER 1000) 


Actual | Log- | ( Diff.) | (Diff.) 
Triennia rates |istic* Act. —cale. Cubict | Act. —cale. 
1863- | 8-23 | 7-90 | + 0°33 8:30 | —0-07 
66- | 7-60 | 7-46 | + 0-14 7-43 | + 0-17 
69- 6-77 | 7-02 | = 0-25 6-77 | 0 
72-~ 6-10 | 6-58 0-48 6-26 | 0-16 
5:93 | 6-16 | = 0-23 5:96 | — 0-03 
5:39 | 5-74 | = 0:35 5-52 0-13 
81- 5-40 | 5-34 | + 0-06 5:23 + 0-17 
84- 5-21 | 4-96 | + 0-25 4:97 + 0-24 
87- | 4:24 | 4-59} = 0-35 4-71 — 0-47 
90- 4-44 | 4-24 | + 0-20 4-44 0 
93- | 4-25 | 3-92 | + 0°33 4-15 + 0-10 
96- 3-72 | 3-60 | + 0-12 3-84 — 0-12 
99- 4:07 | 3-32 | + 0°75 3:50 + 0°57 
1902- | 3-15 | 3-05| + 0-10 3-13 + 0-02 
5- 2-49 2-80 | = 0-31 2-74 = 0-25 
2:16 | 2-57 0-41 2-35 0-19 
11- 2-11 | 2-36 0-25 1-95 + 0-16 
(diff.) 1-8479 | = 0-8585 
| 
20- 2-02 | 1-83 + 0-19 0-92 + 1-10 
23- 1-51 | 1-68 | 0-17 0-66 + 0-85 
26- 1:37 | 1-55 — 0-18 0-46 + 0-91 
29- 1-40 | 1-43 — 0-03 0-30 + 1-10 
32- 1-40 | 1-32 + 0-08 0-19 + 1-21 
35-36 1-40 1-27 + 0-13 0-12 + 1-29 
| (diff.)* = 1-9695 X(diff.)* = 7-9573 
0-40 + 15-40 
Origin at 1864 
= 0-03947t 
1+e 


t log y = 0-67281 - 0-02415x — 0-:00107x * — 0-0002369x*. Origin 
at midpoint of actual series (1863-1913) = 1888. 


have pointed out, the ships did not keep the seas for 
such long continuous periods. We then proceeded 
empirically, and, after a considerable amount of 
arithmetical work using various trial values, found that 
with A = 0-40, B = 15-40 and = — 0:03947 good 
graduation was obtained. The table and figure show 
the results. Of course, over 1863-1911, the cubic 
gives a better fit ; equally, of course, the postwar values 
of the logistic are better. But it seems fair to say that 


.the logistic, with its biological reasonableness, does not 


falsify the data, and that its prophecies are credible— 


1. See Greenwood, M. British loss of life in the wars of 1794-1815 
and in 1914-18, J. R. statist. Soc. 1942, 105, 2. 
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but will not be under 0-5 for a long time to come. 

The interest of this is not wholly arithmetical. Taking 
the observed figure for years after 1926 down to the war 
it will be seen that there is no improvement. One 
sebuinly thinks of the possibility that new conditions 
of science in a machine age or perhaps changes in the 
stamina of entrants have introduced some new hazard. 
That is a possibility but the facts are not incompatible 
with a different interpretation—that one has now reached 
the last lap of the secular race and improvement must 
be slower and slower. 


SOCIAL DISORDERS 

VIEWS OF MEDICAL WOMEN’S FEDERATION 

MEDICAL women are often asked for their opinions on 
the reported increase in venereal diseases, and the 
Medical Women’s Federation has now issued a state- 
ment emphasising the relation of these diseases to social 
and personal maladjustments. Doctors, the Federation 
holds, must not only treat individual patients but must 
educate public opinion in medicosocial questions so 
that these may be approached with understanding and 
sympathy. The statement continues :— 

It is realised that the war has brought out splendid 
qualities in many people, and that young people in 
particular are displaying magnificent courage, endurance 
and selflessness; yet at the same time, partly as a 
result of the very conditions calling forth such qualities, 
it is clearly seen that there also exists an accompanying 
state of serious social malaise. Social disorders are 
associated with a failure to develop and practise an 
ideal of conduct, as well as with a lack of discipline and 
sense of personal responsibility. Such conditions are 
likely to lead to an increased state of unrest and a 
diminishing degree of happy satisfaction in life. 

Among the signs of social malaise and disorder are 
found : 

1. A lowering of the standards of honesty and of considera- 

tion for others. 

An increase in delinquency, including juvenile delin- 

quency. 

3. A more widespread and growing habit of indulgence in 
alcohol among young people. 

4. The loosening of family ties. 

5. Sexual incontinence, promiscuity, an increase in soliciting, 
and a consequent rise in the incidence of venereal disease. 

6. The toleration of a low standard of certain types of 
reading matter and of public entertainment. 

We believe that an acceptance of materialistic ideals 
as the main standard for living has led to spiritual 
poverty and unthinking egoism. The sense of insecurity 
of life, the loss of home background and other dis- 
locations of war have added to the confusion. The 
immediate satisfaction of an impulse is often accepted as 
justifying any action. This is seen in the increase of 
petty misdemeanours, and still more in irresponsible sex 
relationships. 

We believe that continence (apart from marital 
relationship) is the ideal for both sexes if the vitality of 
the race and the happiness of individuals is to be ensured. 
We condemn the view that incontinence is not detri- 
mental so long as precautions are taken against disease 
and pregnancy. It is now recognised that continence is 
not harmful to either sex. 

All primitive urges supply the energy for man’s 
activities ; in order that they may find effective and 
satisfying outlets, certain basic wants must be met. 
These include stability of family life, education in its 
widest sense, scope and training for suitable work, 
encouragement in the right use of leisure, opportunity 
for independence of thought and creative activities, and 
development of that spiritual outlook which alone can 
secure an active, happy and ordered society. 

For the achievement of this ideal, the Medical 
Women’s Federation presents the following as minimal 
essentials : 

1. The recognition of the vital importance of home and 
family life with opportunities for early marriage, and the 
provision of good living conditions within reach of all. 

2. Training from an early age in the development of personal 

moral responsibility and social obligation. 

3. Religious training both at home and at school. 
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4. Physical training together with instruction in the 
functions, hygiene and control of the body. 

5. Training in the understanding and expression of the 
emotions, 

6, Extension of education into adult life. This should 
include the teaching of parentcraft to both sexes, and 
opportunities for manual and creative work. 

7. The encouragement of a high standard of literature and 
public entertainment, and of appreciation of beauty in 
Nature and Art. 

8. The provision of suitable opportunities for social contacts 
and recreation. 

9. Adequate provision for the disabled and for those who 
are inherently irresponsible. 

The Federation is fully aware that there is nothing new 

or revolutionary about such recommendations, but 

considers that they should be given due weight in the 
formulation of proposals for the prevention and control 
of venereal disease and other social disorders. 


DEVELOPMENTS AT THE ROYAL SOCIETY 
OF MEDICINE 

PLANS for enlargement of No. 1 Wimpole Street were 
mentioned in these columns on Sept. 30. The new 
top floor will have a large room equipped for examina- 
tion of patients: the second floor will be altered so as 
to include an additional library as big as the present 
library ; a third meeting room will be added; and 
there will be better common-rooms and committee- 
rooms. For these purposes the Society has opened a 
building fund, hoping that subscriptions will enable a 
start to be made as soon as a building permit is obtained. 
The appeal is for £50,000 which would obviate debt 
repayment at the expense of normal income. 

The additions are wanted not only because the number 
of fellows is three times what it was when the house 
was built in 1910 but also because new services are 
now rendered by the Society, involving new techniques 
of providing information. 

Library.—The library can no longer be described as 
‘closed,’ for access is given to any worker ‘in or 
near medicine ’’ whose need is demonstrated to the 

secretary or librarian. Coéperation with other libraries 

is planned under a Central Medical Library Bureau, 
now being formed, in which some 30 medical organisa- 
tions are already interested. 

An ampler service of information to fellows and to 
the profession at large has been made possible by means of 
the photostat, the book-film, and the precision enlarger ; 
for the days are now past when it was necessary to visit 
a library in order to draw on its stores of information. 

Where a film-reader is available, the use of micro- 
films is more convenient than reproduction by photo- 
stat. For the benefit of medical officers overseas, the 
Society has sent out 13 film-readers (2 of them to US 
medical formations), so that microfilms reproducing 
scientific articles may be read on the war fronts. The 
experience gained by circulating microfilms in this way 
will be valuable in peace-time. The library’s equip- 
ment already includes apparatus for the preparation of 
book-films, and the photostat service is being augmented 
by a special camera which can make book-films, and also 
make prints from these in sizes suitable for dispatch 
to fellows who have no film-reader at their disposal. 

Medical organisations in liberated countries are being 
approached in the hope that the Society can help them 
to replenish their libraries and also fill gaps in its own. 

Cinema film library.—The increasing importance of 
the cinematograph film in medicine, and the need for 
better use of existing films no less than for guidance in 
making new ones, has led the Society to set up a library 
of medical films. This work is being developed with 
the codperation of the Scientific Film Association and 
other bodies. In this connexion the Society gratefully 
acknowledges the gift, from Messrs. Kodak, Ltd., of the 
whole of their library of medical films, and it hopes 
that other institutions and individuals will follow suit 
in order that a comprehensive and efficient central 
administration may be set up. 

It is now a commonplace for lectures and discussions 
in the meeting-halls to be illustrated by silent films, and 
a sound-film projector is being acquired for future use. 
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Inter- Allied meetings.—Since the outbreak of war the 
Society's house has been open to medical men in the 
Allied, Forces and special facilities have been provided 
for them at meetings, in the library, and in special 
conferences on war medicine held in camera and spon- 
sored by the Directors General. The Society has also 
helped Allied medical men individually who were in 
need of contacts in British medicine. 


HARVEIAN FESTIVAL IN MANCHESTER 

Manchester gave a warm reception on Oct. 18 to the 
Royal College of, Physicians when the memory of 
William Harvey was honoured for the first time away 
from London. Sir Edmund Spriggs who entitled his 
oration the Harveian Method in Literature approved 
the choice of Manchester as the home of so much literary, 
scientific and industrial progress. Lord Moran sent 
from Moscow a message regretting his absence from an 
occasion which showed how medicine generally was 
becoming All England. An audience of a hundred or 
more included Sir Walter Cobbett, chairman of the 
Royal Infirmary. After the oration the Senior Censor 
presented to Brigadier J. A. Sinton, VC, IMS, the 
Bisset Hawkins medal, awarded triennially for out- 
standing work in advancing sanitary science. Among 
the guests at the festival dinner in the evening were the 
Lord Mayor, the Dean of Manchester, the City MOH, 
and the Town Clerk on the eve of taking over the county. 
Dr. A. T. Wilkinson, nestor of the Manchester FRCP’s 
at the age of nearly 92, was unable to be present. 


MEDICINE AND THE LAW 
Criminal Responsibility Again 

THE great gulf fixed between the medical and legal 
views of criminal responsibility is an old story. Expert 
witnesses in our criminal courts may submit evidence 
that the conduct of an accused person is recognisably 
due to mental abnormality requiring specialised treat- 
ment and that imprisonment will effect no cure. The 
judge at assizes will nevertheless find himself obliged to 
instruct the jury in old-world tests of criminal respon- 
sibility—tests so rigid that the number of persons whom 
the law allows to be irresponsible is small. Having 
safely got its verdict of ** guilty ’’ (accompanied perhaps 
by a sympathetic recommendation to mercy because 
the accused is felt to be, in the popular as well as in the 
medical sense, really insane), the court may sometimes 
bind the prisoner over on condition that special treatment 
is undergone. This course, however, usually depends 
on the existence of relatives who will undertake that the 
treatment is followed and will perhaps pay for it. 
Otherwise there is a sentence of imprisonment and 
probably a judicial comment that the prison authorities 
will doubtless give attention to the cas@ and furnish 
such treatment as it requires. As our learned contem- 
porary the Solicitors’ Journal points out, however, in a 
paragraph entitled Crime and Psychotherapy in its 
issue of Oct. 7, prison authorities are properly equipped 
with facilities for hospital treatment in obvious cases, 
“but are not usually provided with facilities for treat- 
ment of the more subtle types of ailment which do not 
come within the category of positive insanity.” 

The Solicitors’ Journal draws attention to this matter 
in the light of a prosecution reported in the Scots Law 
Times of Sept. 23. Counsel for the accused pleaded 
‘guilty ’’ to various charges under the Criminal Law 
Amendment Act and urged that the offences were the 
result of mental illness. Two psychiatrists testified 
that cure was possible but said that no facilities existed 
for the appropriate treatment in prison ; detention in 
a prison would, when the sentence had been served. 
merely release the prisoner stil a potential danger to 
the public. The court was asked to release him on 
probation with a condition that he undertook to place 
himself under the supervision of a psychiatrist. The 
judge took the orthodox legal view and inflicted a 
sentence of 18 months’ imprisonment. He declined to 
distinguish between this case and many others which 
had come before his court ; to try the suggested experi- 
ment would be unprecedented ; in law the offences were 
crimes and must be punished in order to vindicate the 
law, protect the community and deter others. He did, 
nevertheless, direct that the evidence which he had heard 


should be laid before the prison authorities for such 
action (if any) as lay within their power. 

Thus the gulf between progressive medical opinion 
and the traditionalism of the law-courts remains as 
great as ever. Yet we may note hopefully, and with 
gratitude to the Solicitors’ Journal from whose paragraph 
we have taken the liberty to quote, that it is a legal 
journal which draws attention to the distance which still 
separates the two views. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


TEMPORARY houses can be pleasant enough, no doubt, 
and are certainly likely to be equipped on a standard 
higher than that found in any houses for working people 
before the war. Their physical drawbacks are well 
recognised—they are likely to be cramping to the family, 
and they are not particularly winning examples of 
architecture. There is a psychological drawback too : 
those who live in a temporary house may have but a 
temporary feeling for it—they may. see themselves as 
migrants in the act of moving on to something better, 
and may never give the house that care and kindness 
which people are usually willing to spend on their homes. 
Even the deep-rooted English taste for gardening may 
be blighted by this restless atmosphere, and we may live 
to see colonies of shabby dwellings set in derelict back 
yards. Can this be avoided by taking thought now ? 
In the first place, must a house lack good design merely 
because it is temporary ? Evidently some fear that if 
these houses are too pleasant they will be allowed to 
outlive their allotted span. Presumably this fear could 
be ended by legislation which ruthlessly denied any 
extension of licence for a temporary house beyond the 
limit of its desirable life; once this was accepted the 
house might well be as beautiful and as roomy as we can 
afford to make it. Any measure enforcing such demo- 
lition, however, must commit us at the same time to an 
adequate building programme, so that temporary 
houses are steadily replaced by better and even more 
attractive homes. 

The sense of impermanence induced by the word 
“temporary might be countered by fostering house- 
pride. The Ministry of Information and the BBC have 
shown us how to interest people in gardening, fuel 
economy, good feeding and many other aspects of 
house-management which acquire national importance 
during a war. This kind of friendly encouragement 
might well be continued in peace-time. Shortage of 
domestic help during the war has taught many of us 
that household care is the responsibility of all the 
residents. A campaign addressed to both sexes of. all 
ages might help to establish us among the house-proud 
nations, te the benefit of health and self-respect. 
Prefabricated houses, like the mushrooms to which they 
are endlessly compared, will be white and neat when 
they spring up: but they too will be subject to wear 
and tear. It will be a pity if they are allowed to assume 
the raffish repulsive air of a tousled mushroom. Perhaps 
the task of arranging a campaign in house-pride should 
fall on a new government department—a Ministry of 
Housing and Home Care: 

* 


“You're colour-blind,’’? he said, when I was being 
examined for my medical at the beginning of the war. 
** Oh rot,” I told him (I knew the eye specialist well in 
civil life). ‘*‘ No doubt about it at all. You’re red-green 
blind. The Ishahara test shows that all right.’’ ‘*‘ Well. 
I don’t believe it. No-one’s ever told me that before. 
D’you mean to say I can’t tell the red lights from the 
green at the traffic lights ? I can do that as well as you 
can. And as a surgeon I never have any difficulty in 
telling the colour of the stuff I splash about at operation. 
And a green field looks perfectly green to me.” I was 
getting a bit irritated, and a bit nervous that they might 
not let me into the RAMC, for at that time we were all 
keen and full of illusions. Also, I had always rather 
pitied those freaks of humanity who are colour-blind 
(like Dalton, who couldn't spot a red soldier in green 
grass) and thought how much of beauty in this world they 
must miss : and here was me supposed to be one of them. 
“Well you’re certainly partially colour-blind,’ he 
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persisted. ‘‘ It’s in the finer gradations you'll slip up. 
For example in a poor light you couldn’t say for certain 
what the colour of a girl’s jumper is—just what tone of 
red it is, whether it’s mulb.rry or mauve or claret or 
what. It would all look rather brown to you.’ Later 
on I began to believe him, and I embarrassed several 
girls by staring at their jumpers. They used to turn 
about and think I wasn’t nice to know. And those 
infuriating little red tees—there weren’t quite so many 
painful scenes on the golf course after I took to the 
yellow. But it has only recently dawned on me why 
1 have always been a bit of an ass at histology and 
microbiology. Fancy-coloured nuclei used to beat me ; 
and coming to think of it, I doubt if I have ever seen a 
tubercle bacillus stained with Ziehl-Neelsen. This 
raises an important point, for a keen and earnest student 
(like me) could easily be failed in his bacteriology exam 
through not being able to see what he is looking at, and 
there is quite an argument for testing students for 
colour-blindness before they start squinting down 
microscopes. It could be done at the physical exam- 
ination carried out by the better medical schools on all 
commencing students, along with their height and weight 
and other irrelevant matters. And you, dear reader, 
smugly reading away and thinking how beautifully 
normal you are compared with this poor fish—you had 
better go and do this Ishahara test too. You never 
know. And if you really must have your tubercle 
bacillus spotted go to a lady pathologist, for women, 
you will recall, never (well, hardly ever) are colour-blind, 
because Nature, though cruel, is not so cruel as all that. 
* 

The Marie Curie film has at last reached our outpost 
of England. With memories of Eve Curie’s magnificent 
biography I went dubiously to see it, certain that 
Hollywood had smeared its austerities with sugar. 
There was some sugar, certainly (those ear-rings were a 
pity), but not enough to turn the stomach; and the 
rest of the film made up for them. In some ways it is 
almost a documentary, but not quite, for it does not stick 
closely to facts. These have been tinkered with until 
they show the inner story truly in the same way as a 
good diagram can simplify and light up a difficult bit of 
surgical technique. Thus if Marie and Pierre seemed 
uncommonly slow off the mark in guessing that a new 
element must be hidden in pitch-blende residue their 
havering underlined the audacity of this guess. And if 
Marie, with unscientific despair, believed she had failed 
when the radium lay before her as a stain on a saucer 
{a thing which never happened at all) she made us all 
realise what a very little radium you can expect to get 
from a great deal of pitch-blende. The hard life of the 
young student, the miseries of the shed in which this 
gigantic work was carried out, and the full home life were 
all well suggested. I was sorry, though, to see nothing 
of that Polish childhood. 

* 

It was a hundred years ago on Monday that Robert 
Bridges, physician and poet laureate, was born at 
Walmer, near the South Foreland. He was 38 before he 
gave up the practice of medicine to become a poet, and 
not until the last of his 85 years did he publish the 
lovely Testament of Beauty, whose melody and teaching 
are his legacy to us all. 

** Ideas and influences spiritually discern’d 
are of their essence pure: but in the lot of man 
nothing is wholly pure ; yet all hindrance to good 
—be good and evil two in love or one in strife— 
maketh occasion for it, by contrast heightening, 
by challenge and revelly arousing Virtue to act.” 
* * 

Brenda, one of my girl-friends, is eleven and has a 
strong jaw. Two miles from anywhere on a very hot 
day I overtook her striding determinedly down the main 
road with arms rigidly thrust out in front and both 
hands firmly grasping an injured rook. She accepted 
a lift, rather weakly for-her I thought, and as she got 
into the car the bird seized the occasion to peck us both 
sharply more than once, No information being vouch- 
safed I plucked up courage and asked for some. ‘‘ Per- 
haps you wouldn’t mind telling me,’’ I ventured, ‘‘ where 
you might be going with that bird ?”’ ‘ To see Tuppy,” 
she replied. ‘‘ It can’t fly or even walk and I want her 
opinion about it.””’  Tuppy is 10. ‘‘ Wouldn’t it be 
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better to ask Rachel ? ” I suggested. 
a natural vet. She Has a kind of alacrity in curing sick 
animals. Brenda pondered the suggestion. ‘‘ Yes,’ 
she agreed, ‘ I’d like Rachel’s opinion too, but I must 
see Tuppy first. I’m glad I met you, I'm rather late 
already.”’ At the corner of Tuppy’s lane I set Brenda 
down. She thanked me civilly and I watched her small 
ramrod figure till it turned the corner. Even if you cut 
out the second consultation with Rachel, I reflected, you 
will have a four-mile walk home probably with that 
ungrateful bird doing its best to bite you all the way. 
Rather British, I felt. 


Rachel is 12 and 


* 


A mother and her daughter aged about 15 were 
talking in the bus, and the mother mentioned psycho- 
analysis. ‘* What’s that ?’’ asked the daughter. It 
was invented by a German called Frood,’’ was the reply. 
‘It is used in schools, and the teachers find it very 
interesting, but it is very bad for the children.” 


Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 

AN answer to a parliamentary question this week 
showed that there are forty ambassadors, ministers. 
and chargés d’affaires accredited to the Court of St. 
James’s. There are also fifty-five ambassadors, ministers 
and chargés d’affaires accredited to Allied governments 
of occupied territories domiciled in London (seventeen 
of whom are also accredited to the Court of St. James’s). 
When to these are added experts working on com- 
mittees, visitors from other lands’ and refugees, the 
foreign population of Britain must be great indeed. 
London is perhaps the most active international centre 
in Western Europe and the personal contacts made by 
British people with representatives of almost all nations 
in the world are bound to have a far-reaching effect in 
the future. Parliament) only makes official contact 
with this diplomatic world. Unofficial contact is 
limited to those who live in the social world in which 
this diplomatic society moves. Peering through the 
fog of war members of the House wonder whether these 
contacts are intimate and direct enough. So much 
depends on international organisation for the future of 
men and women in this land as in all other lands of the 
world 

Parliament is experiencing great difficulties in getting 
on with the Town and Country Planning Bill. At the 
beginning of the week the Government view. stated 
clearly by the Leader of the House of Lords, was that 
the bill would have passed through all its stages by 
Friday. But the bill will need two more days in the 
Commons next week, and if the Tory revolt is not 
quelled and there is still further delay there will be a 
first-class crisis. Mr. Arthur Greenwood for the Labour 
Party has already said that the limit of compromise has 
been reached and unless the bill goes through, with the 
new clauses on compensation which the Government 
has moved substantially unchanged, the Labour Party, 
the Liberal Party and presumably the young Tories 
will vote against it. It is to this disturbed atmosphere, 
in which an electric storm might precipitate an election 
or at least a dissolution of the coalition, that the Prime 
Minister will return from Moscow. This postponement 
has knocked the parliamentary time-table on the head. 
The Social Insurance plan was to have been discussed 
during the first week in November. That seems im- 
possible now though Sir William Beveridge has 
been elected to Parliament ready to make his maiden 
speech. The delay also puts off the National Health 
Service deKates and yet this session must be wound 
up and a new session begun in November. Congestion 
of business and obstruction of business by those no 
longer willing to obey the coalition whip are no good 
auguries for a fruitful new session. 


GooprenoveH Report.—Dr. E. SUMMERSKILL asked the 
Minister what steps he proposes to take to implement the 
recommendations of the Goodenough report, including the 
wider admission of women to the medical schools.—Mr. 
Wi.1nk replied: The committee’s recommendations are under 
consideration and I hope to be able to make a statement soon. 
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QUESTION TIME 
Ingredients of New National Loaf 

Sir E. Grawam-LirtLe asked the Minister of Food what 
were the ingredients of the new national loaf; what pro- 
portion of the wheat grain and the wheat germ respectively 
was retained in the flour from which it was prepared ; and 
what proportion of this flour went into the composition of 
the loaf as compared with other ingredients.—Colonel J. J. 
LLEWELLIN replied: Apart from water, yeast, salt and 
various improvers which are the recognised adjuncts of 
bread-baking, the national loaf is made from national flour, 
which is milled solely from a pure wheaten grist except in 
a few areas where the inclusion of 2}% rye is authorised. 
Imported white flour is being mixed into national flour at 
the rate of 5% of the output, and calcium is added at the 
rate of 7 oz. per 280 Ib. of flour. In addition the baker may 
use potatoes, potato flour and fat as permitted in the Bread 
(Control and Maximum Prices) Order 1943. From Oct. 1 
the extraction of national flour from wheat has been 823% 
and when milling to this figure approximately 75% of the 
available germ is retained in the flour. Approximately 
97% of the dry ingredients of national bread is flour. 


Tuberculosis Grants 


Mr. Joun Lawson asked the Minister of Health if he would 
explain the policy of his department in withdrawing the 
special tuberculosis grant from a sufferer of this complaint 
when it was found the condition was static or increasing, 
seeing that the need of the applicant for greater considera- 
tion grew as he lost physical strength and was less able to 
supply the necessary nourishment through his own endeavour, 
—Mr. H. Witiink replied: The purpose for which the 
special scheme was introduced was to encourage the under- 
taking of remedial treatment at an early stage of the disease. 
Funds for this purpose, in the absence of other existing 
powers, have been provided as a war service and can therefore 
be applied only to cases in which treatment is likely to 
restore or improve working capacity. Replying to further 
questions Mr. Willink added that he was fully aware of the 
difficulties that arose from the policy, which was instituted 
some time ago. But he had re-examined it and he believed 
it was the best they could do with the present extreme 
shortage of medical personnel. 


Promotion of Married Women Doctors 

Captain Prescorr asked the Minister what disqualifica- 
tions and/or disabilities attached to the establishment or 
promotion of married women doctors either in the local 
government service or in the Ministry of Health; and 
whether he would consider the advisability of recommending 
the removal of such disqualifications and/or disabilities.— 
Mr. WiLttnk replied: There is in all Government depart- 
ments a ban on the establishment of married women civil 
servants. This is removable in exceptional cases where it 
is considered that the efficiency of the department would 
suffer by the loss of the officer’s services. When a woman 
doctor in my department is retained after marriage there is 
no disqualification as regards promotion. The abolition of 
the ban in the Ministry of Health is a general service question 
within the province of the Treasury. There is no statutory 
bar to the employment by local authorities of married women 
medical officers but the question is one entirely within the 
discretion of local authorities and I have no information 
as to the practice followed by particular authorities. I 
believe, however, that a similar rule to that in force in the 
civil service is commonly applied in local government service 
though it has been widely relaxed during the war. 


Doctors in Defence Areas 

Mr. P. W. Jewson asked the Minister whether he had 
taken steps to provide an adequate increase in the number 
of medical men in defence areas from which the ban had 
now been lifted, causing the return of the population ; and 
whether the needs of these areas would be provided for before 
the winter set in.—Mr. WILLINK replied: The local medical 
war committees, whose function it 1s to ensure an adequate 
medical service in their areas under present war conditions, 
are keeping the situation under review. I understand that 
no special difficulty in these areas has so far been brought 
to notice, but if and when the need arises the committees 
will no doubt make recommendations to the Central Medical 
War Committee in the normal way.—Mr. Jewson: Is the 
Minister aware that the local committee in Great Yarmouth 
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has made a recommendation and that the Central Committee 
have refused to carry it out 7—Mr. Witiink: I am not 
aware of that, but the Central Committee looks at the 
situation over the whole country, where there is a general 
shortage of practitioners.—Mr. Jewson: Is the Minister 
aware that already over 8000 persons have returned to my 
constituency and that the few remaining medical men are 
not of an age to cope with the extra work ?—Mr. WILLINK 

I am sure that in the circumstances the local committee 
will make a further recommendation. 


Use of Artificial Limbs 


Mr. W. H. OLpFIELp asked the Minister of Pensions whether 
the promise of Jan. 20 last had now been fulfilled and full- 
time instructors appointed at all arm-fitting centres to 
give ample tuition in the use of artificial arms and their 
attachments ; and whether he would consider the appoint- 
ment of instructors to teach men with high amputations 
or double amputations of lower limbs to walk correctly.— 
Sir W. WomersLEy replied: Full-time instructors have been 
appointed at two arm-fitting centres and there is a part- 
time instructor at a third. The latter will, I hope, shortly 
be replaced by a full-time instructor who is at present being 
trained for the post. Tuition in walking is given by the 
limb makers during the construction of the limb and subse- 
quently by the limb surgeons. Replying to a further ques- 
tion Sir W. Womersley said he thought it better that the 
surgeon should supervise the job, because the limb had to 
be made specially to fit the man and it was better that the 
surgeon himself should see that it fitted properly. 


Anesthesia Cylinders 


Mr. GeorGE Srravuss asked the Minister of Health whether 
his attention had been drawn to the recent death of a 24- 
year-old child in Bath during an operation as a result of the 
use of a badly marked nitrous-oxide anzsthesia cylinder ; 
and whether he would see that such cylinders were identifi- 
able by coloured bands in a prominent place instead of 
paper labels as at present.—Mr. Witiink replied: The 
British Standards Institution have appointed a committee 
to consider what measures can be adopted to distinguish 
more readily than at present between the various medical 
gas cylinders used in connexion with the administration of 
anesthetics, for the purpose of avoiding the repetition of 
such a tragedy. My department is represented on this 
committee. 

Silicosis in South Wales 


Mr. G. Dagear asked the Home Secretary whether he 
was aware that, in Abertillery and district, men suffering 
from silicosis were unable to receive compensation payment 
because of the absence of facilities to appear before medical 
boards, although not fit to follow their employment since 
April of this year; and would he expedite these examina- 
tions.—Mr. HerBERT Morrison replied: I am aware that 
the number of applications to the Silicosis Medical Board 
for certificates under the Pneumoconiosis Compensation 
Scheme for coalminers in South Wales and Monmouthshire 
has, for some time past, considerably exceeded the capacity 
of the board and in consequence delay has been unavoidable. 
In recent weeks additional doctors have been appointed to 
the board in South Wales with a view to expediting the 
examinations, but I am afraid that some time must elapse 
before the arrears are overtaken.—Mr. DaGGArR: May I 
ask the Minister if he is aware that quite a number of these 
men are not entitled to national health insurance, and they 
therefore become a charge on the unemployment assistance 
board ? 

Mr. Morrison ; I will give that point consideration. 


Malaria among Refugees in Mauritius 


Mr. T. E. Harvey asked the Secretary of State for the 
Colonies whether, especially having regard to the effect on 
their health of the climate and incidence of malaria in their 
present position, the Jewish refugees now interned in 
Mauritius could be removed to Palestine, or, failing that, to 
a more salubrious place than Maugitius.—Colonel O. STANLEY 
replied: I regret that in present circumstances it is not 
possible to remove these refugees. from Mauritius. I am 
satisfied that the government of Mauritius is doing every- 
thing possible for their comfort and welfare and that the 
antimalarial measures taken since their arrival have steadily 
reduced the incidence of the disease, Generally their health 
is good. 
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Letters to the Editor 


CHRISTMAS AND THE RMBF 


Sir,—Once again it is my privilege to appeal to your 
readers throughout the country to remember the 
beneficiaries of the Royal Medical Benevolent Fund 
during this coming Christmas. These beneficiaries are 
aged or infirm medical practitioners, their widows and 
dependants, and as an old man myself—now in my 100th 
year—l have their welfare much at heart. 

It has been my custom for many years to appeal for 
Christmas gifts on their behalf, and a large sum must be 
raised if we are to give £3 to each, as we would like to do, 
and as we succeeded in doing last year. If my colleagues 
could read the warm expressions of gratitude which are 
received each year they would feel that their contri- 
butions have been well spent, and I am confident that 
they will respond again as in other years. 

Donations, large or small, should be marked ‘‘ Christ- 
mas Gifts’? and sent to the hon. treasurer, Royal 


Medical Benevolent Fund, 1, Balliol House, Manor 
Fields, London, SW15. Tuos. Bartow, 
President. 


POSTURE AFTER ABDOMINAL OPERATION 

Sir,—After operation abdominal cases are generally 
nursed in the Fowler position. The patient is propped 
up into a semi-sitting position with the knees bent in 
order that the pelvis may actasabasin. By gravitation, 
fluid (serous, serosanguineous or purulent) collects in the 
pelvis where the lymphatics are able to deal with 
subsequent infection and surgical drainage is more 
readily accomplished. It is stated that patients are 
both more comfortable in this position, and breathe 
better. 

It is my belief that everything about this position is 
wrong—indeed, that it is harmful rather than helpful— 
and that the postoperative abdomen should be nursed 
flat or even with the head lower than the feet. Con- 
siderable clinical confirmation of this view has been 
accumulated. The principle of gravitational drainage 
within the peritoneal cavity is open to question both 
clinically and experimentally, and the localisation of pus 
is more likely to be controlled by a combimation of the 
local situation and lymphatic absorption. Even if one 
were to accept this theory of drainage, with our present 
drugs the production of pus in the peritoneal cavity is at 
a minimum, and certainly what is produced is well 
localised to the involved region. TO maintain the 
Fowler position and to make the patient more comfortable 
one places an obstruction to the venous return of the 
extremities in the form of a pillow under the knees. 
Surely this is asking for venous stagnation, the fore- 
runner of thrombosis and embolism. The patient is 
said to breathe more easily in this orthopngeic position— 
might not this be open to question ? It is true that the 
patient whois no longer breathing well with the thorax 
does so much better sitting, but this is mainly because 
he now breathes with the abdomen; conversely the 
patient no longer breathing with the abdomen must 
breathe with the chest, better accomplished flat or with 
the head down. To say that the patient is more 
comfortable belies experience, since one has only to 
observe the twisted trunk, flexed neck and proppede 
knees of the Fowler in the next bed to the patient flat 
without pillow, trunk straight, neck a little extended 
and knees straight to appreciate which of the two is 
more comfortable. 

No-one will disagree that the venous return from the 
lower limb is better lying than sitting and the lying 
position requires no support under the knees. One 
must add that with the diaphragm in expiration the 
vena-caval opening is greatest and certainly the dia- 
phragm rises higher when lying than when sitting. 
The problem of breathing or lung aeration is a compli- 
cated one involving not only physiology and anatomy 
but also local pathology. ‘To simplify this as much as 
possible we must separate breathing into abdominal and 
thoracic, realising that it is really a combination of these 
two (forgetting for the moment the accessory mechan- 
isms). Abdominal breathing is, of course, accomplished 
by the diaphragm, which in turn is dependent on 
movement of the abdominal wall; thoracic breathing is 
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made possible by the bucket-handle rib action and 
costal flaring due to rising abdominal viscera. Certainly 
a man whose abdominal wall has been traumatised by 
both missile and surgeon breathes more with his chest 
best accomplished with the head lower than the feet 
than the reverse. Furthermore, bronchial drainage is 
more difficult sitting than lying down. In regard to 
comfort, I have felt, in a considerable series of cases, 
that the patient was quite comfortable lying until he 
was well enough to be inquisitive of his surroundings (or 
well enough for the Fowler position). 

Ideally then, the abdominal case after operation 
should be nursed with the foot of the bed raised slightly 
for a day or two, without pillows, and for the next five 
or six days flat. We have then accomplished increased 
venous return, lung aeration and bronchial clearance, 
and lessened the unnecessary nursing of the patient. 

W. T. MustTarp. 


SPINAL ANAESTHESIA FOR C/SAREAN SECTION 


Sir,—In your annotation of Oct. 10, 1942 (p. 432), 
you referred to the results of 121 caesarean sections I 
had performed under spinal anesthesia (J. Obstet. 
Gynec. 1942, 49, 247). In this series there was no 
maternal mortality referable to the anesthetic, and the 
uncorrected infant mortality from all causes was 4:06%. 
In a second article recently published (Jbid, 1944, 51, 
4) I have recorded a further 82 c#sarean sections 
carried out under spinal anesthesia, in which there has 
again been no maternal death referable to the anzs- 
thetic. The infant mortality in this series was 2°4% 
(all the infants, 83, were born alive, but 2 died of 
atelectasis). The two series total 203 cesarean sections, 
of which 200 have been carried out under heavy 
‘ Nupercaine’ (Ciba). In the second paper I have 
again referred to the multiplicity of drugs which have 
been used for the induction of spinal anesthesia for 
cesarean section, many of which have been related to 
the cocaine group, to which pregnant women appear 
to be peculiarly susceptible. 1 pointed out again that 
heavy nupercaine is not related in any way to the 
cocaine group, and that such a susceptibility is not 
one to be feared when using nupercaine. The technique 
of administration has been essentially the same in the 
whole series, but the amount of heavy nupercaine 
injected in the later cases has been almost invariably 
2-25 c.cm. as against 2-5 c.cm. or more in the earlier 
series. The only addition to the technique has been 
that, after the spinal injection has been given and the 
patient placed in the Trendelenburg position, the 
legs are flexed at the hips, to eliminate the lumbar 
curve, thus ensuring that the solution travels to the 
required height. In the light of extended experience 
I stated that our confidence in heavy nupercaine as a 
safe and suitable drug for use in spinal anesthesia in 
selected cases of advanced pregnancy remained un- 
shaken. Since the second paper was written a further 
38 cesarean sections have been performed under heavy 
nupercaine, with no maternal mortality. Two infants 
were lost, one being stillborn, the mother having a com- 
bined toxic accidental hemorrhage and placenta previa, 
and the other dying 6 hours after birth of atelectasis. 

The total number of cesarean sections under spinal 
anesthesia up to date is therefore 241, among which 
there has not been a maternal death referable to the 
anesthetic. Two mothers have been lost, one from 
pulmonary embolism on the 11th day, and one from 
sepsis on the 10th day. This gives a total overall 
maternal mortality from all causes of 083%. Of 244 
infants delivered, 9 were lost, a foetal mortality of 
3-7%. Since many of the operations were done for 
conditions in which the life of the foetus was already 
threatened, including 42 cases of placenta previa, 
this must be sufficient proof of the claim that spinal 
anesthesia carries no risk for the child. There has 
been considerable prejudice against the use of spinal 
anesthesia in pregnancy. I am strongly of the opinion 
that fatalities may have been due to the use of un- 
suitable drugs, unsuitable technique, or wrong selection 
of cases. It would be interesting to hear whether heavy 
nupercaine has been used by other obstetricians, and 
what the results have been. 

Rurvus C, THOMAS. 


Croydon Obstetric Service. 
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FOOD RATIONING AND SUPPLY 

Srr,—In your annotation of Sept. 2 (p. 320) it is stated 
that ‘‘ Eire has had to face a serious shortage of wheat, 
and for the first years of the war had to resort to a bread 
made from 100% extraction flour. This loaf was not 
fortified with calcium, and an increase of rickets in 
Dublin seems to have been the unfortunate result of this 
omission.’’ In view of the implications it is necessary 
to examine this statement carefully. In the first place 
it is not quite correct to say that the 100° loaf was intro- 
duced during the first years of the war. As I pointed out 
in a letter to yourcolumns (Lancet, 1944, i, 516) this loaf 
came into use for the first time in February, 1942. Be- 
tween January and March, 1941, the percentage extrac- 
tion varied from 80% to 95% and remained at the latter 
figure for nearly a year. It is’important to bear this in 
mind for it can, I think, be assumed that during this 
period the bran normally removed from the flour was now 
added to it. The main effect of the increase from 95% to 
100% was probably the introduction of the germ. It would 
appear, therefore, that from January, 1941, to December, 
1943, the main “ rachitogenic ’’’ elements of wheaten 
flour were incorporated in the bread of this country. 

No-one denies the validity of the experimental work of 
McCance and Widdowson on the réle of phytic acid in 
preventing calcium absorption, but the question at issue 
here is whether, in actual practice, the introduction of 
wholemeal bread in Eire was responsible for an increase 
in rickets. There is no doubt that rickets has increased 
in recent years. This is apparent from the Dublin figures 
quoted in your article (J. med. Ass. Hire, June, 1943), 
although these figures do not appear to cover more than 
two or three years at the most. In this department we 
have records of cases of rickets extending over the past 
fourteen years which are of some interest. From 1931 to 
1934 the average number of cases seen at the child welfare 
centres each year was 31. From 1935 to 1938 the aver- 
age was 2:5. From 1939 to 1942 it was 4, while in 1943 
the figure rose to 16. Studying these figures serially one 
is struck by the steady decline from 1931 (in which year 
45 cases were seen) until 1938 (when the figure was only 
2). At first sight these records appear to confirm the 
supposition that the wholemeal loaf was responsible for 
the recrudescence of the disease in 1943. Post hoe ergo 
propter hoc. But before we can accept this explanation 
several questions arise. 

(a) How are we to account for the great prevalence of the 
disease during the period 1931-34 (average 31 cases) 
when we know that during this period “ pure ’’ white 
bread only was used in the vast majority of cases ? 

(6) What is the explanation of the continuous and marked 
decline from 45 cases in 1931 to a single case in 1937 ? 

(c) How is it that abnormal incidence of rickets did not begin 
to make itself felt until late in 1942 and throughout 1943 
although the rickets-provoking elements were being 
offered to the population since the beginning of 1941 ? 

(d) Lastly, since Dec. 13, 1943, flour has been of 824% 
extraction (the 90% of wheaten flour in this mixture being 
of 85% extraction) but in spite of this lowered extraction 
there has, apparently, been no reduction in rickets. 
During the eight months ended Aug. 31 last 15 such cases 
were recorded by this department (as compared with 
16 cases during the whole of 1943). 

I am well aware, of course, that bread is not the only 
factor concerned in the production of rickets, but the 
point has been made (and it has been much stressed in the 
public press in this country) that the wholemeal loaf has 
been responsible for the increase of the disease. I must, 
therefore, leave the answer to question (a) above to the 
protagonists of this argument. The answer to question 
(6b) is simple enough. There is no reason to doubt that it 
is connected with the increasing attendances at the 
welfare centres, coupled with the liberal distribution of 
cod-liver oil and other antirachitic preparations such as 
* Ostomalt,’ ‘ Virol,’ malt-and-oil, &. In addition there 
was a very extensive distribution of cod-liver oil at the 
city poor-law dispensaries. The answer to the question 
(ec) is bound up with that just given. After the outbreak 
of the war all imports of cod-liver oil and proprietary 
antirachitics ceased. Existing stocks dwindled away so 
that by December, 1941, cod-liver oil was no longer 
obtainable. This was the position until December, 1943, 
when a consignment was landed at this port from 
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Sow Saeneiieial, which made its appearance on the market 
in January of this year at a prohibitive price. Supplies 
of the proprietary articles are still unobtainable. It is 
surely of some significance that the period of depletion of 
these substances corresponds more or less accurately with 
the period of increased incidence of rickets. This seems 
to provide the answer to question (c¢). 

As regards question (d); on the basis of the claims 
made for the white loaf one would have expected a 
definite reduction in rickets after the introduction of the 
lower extraction flour, but, as pointed out above, this 
simply has not happened. The only explanation I can 
offer is that it is not a question of bread at all, but one of 
fats. We know that the present consumption of cod-liver 
oil is only fractional compared with prewar years, that 
fats of all description are in short supply, and that butter. 
milk, eggs and cheese seem to be beyond the purchasing 
capacity of the poor generally. These facts would 
account for the present persistence of rickets as well as its 
appearance in 1942, and it would seem that its prevalence 
has not been related to the extraction of flour at all. If 
this assumption is true it would be a most irrational 
policy to make a bad diet still worse by depriving it of 
some of its more valuable constituents instead of making 
good its obvious deficiencies. 

One can quite see the point of those who argue that in 
the absence of cod-liver oil and sufficient quantities of 
milk the wholemeal loaf may possibly be more unsuitable 
than the white loaf, but that was not the point made by 
the public press in its campaign against 100% flour. 
Taking the wholemeal loaf as a part of a balanced diet, is 
there any question as to its nutritive superiority over 
white flour? There is now on sale in this country a 
proprietary article which is simply bran. It is retailed 
at 2s. 6d. a packet of about six ounces, for which sum at 
least a stone of bran can be purchased from any retailer 
of milling products. (May I remind your readers at this 
juncture that in my letter of April 15 I showed that 
there was a 300% reduction in the sale of laxatives in this 
country between the years 1940 and 1943). Another 
well-known article has been on sale for many years which 
has rightly been extolled by its proprietors for its nutri- 
tive and health-promoting properties. It is simply 
wheat germ. Inthe manufacture of white flour both the 
germ and the bran are removed and they are then sold 
to the public at enormously enhanced prices. Is there 
any scientific justification for this procedure ? Taking 
into consideration the nutritive qualities of the former 
and the physiological function of the latter it seems to 
me clear that the white flour suffers serious deterioration 
in the process of manufacture. Would it not have made 
for scientific accuracy, in dealing with the prevention of 
rickets, if the public had been informed that it was not 
so much a question of the kind of bread used as one of a 
sufficiency of cod-liver oil, miik, butter, &c., to neutralise 
any ill effects likely to arise from increased amounts 
of phytic acid in wholemeal flour ? 


Public Health Department, Cork. J. C. SAUNDERS. 


PENICILLIN UNITS 


Sir,—In the 18th and 19th century, when the 
rhythm of life was more leisurely and time was at a 
lower premium, scientists yet achieved an economy of 

*words, combined with the perpetuation of great names, 
by calling their units of potential, resistance, radium 
emanation, &c. by the elegant titles of volt, ohm, curie. 
Is this not an admirable precedent to follow in the case 
of the quasi- agsmigeny al unitage of penicillin which 
you referred to on p. 522 last week ? One “ florey ° 
would roll easily off the tongue, and would signify 
10,000 Oxford units of penicillin: one “ fleming ” 
would just as euphoniously: mean a million units of 
penicillin. Even when penicillin will be supplied in 
milligrammes the single practical dose can be expressed 
as a florey (= abcde milligrammes); the total being 
expressed as a fleming (= 100 abcde milligrammes). 
These would suffice for the clinician ; the manufacturer 
and supplier might still have to employ the ‘ mega 
fleming,’’ meaning a million milKon units. In any case. 
the use of the logarithmic exponent in medicine ix 
threatening to raise its head ; is it too late to do some- 
thing to discourage it ? 


Uxbridge. L. 
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THE HEART IN RHEUMATOID ARTHRITIS 


Sir,—Your annotation of Oct. 14 adds valuable 
onfirmatory evidence for those who uphold, with such 
clinicians as Jonathan Hutchinson and Poynton, the 
initary theory of the rheumatic diseases, based on 
analogous clinical, bacteriological, histological and bio- 
chemical findings in rheumatic fever and the rheumatoid 
type of arthritis. Two questions constantly recur as 
debatable points: (a) is the coexistence of the rheu- 
matoid type of arthritis and rheumatic carditis a 
coincidence or a somewhat rare combination of two 
distinct clinical entities; (b) are they present con- 
currently or was the chronic arthritis preceded by 
acute or subacute rheumatism ? Any evidence which 
confirms the thesis expressed by Poynton that ‘‘ rheu- 
matisms ’ are more allied to one another than to any 
other diseases and that they are a ‘family group 
among diseases due to some common weakness’ will 
undoubtedly assist in solving the problem of the rheu- 
matic diseases. 

The number of borderline cases lying between acute 
rheumatism and the rheumatoid type of arthritis lends 
weight to the unitary theory and goes to suggest that 
here are different manifestations of the same under- 
lying disease process—a variable tissue response to the 
same noxious agent. Since sufferers from rheumatoid 
arthritis do not die of this disease but from other 
causes an insufficient number of post-mortem studies 
in rheumatoid arthritis has probably been responsible 
for lack of progress in this direction. 

At present I have in hospital four cases of rheumatoid 
arthritis coexisting with rheumatic carditis and mitral 
stenosis, and taking 100 consecutive cases of the rheu- 
matoid fype of arthritis I find that 8 cases have had 
coexistent rheumatic carditis and although only 3 of 
these cases give a definite history of rheumatic fever 
this is not an unusual experience. 

I have notes of 22 cases where rheumatic carditis 
(mainly with mitral stenotic valvular lesions) has co- 
existed. This is in striking contrast to the extremely 
high incidence of rheumatic heart disease discovered, 
admittedly on the comparatively small number of cases 
available, by the autopsy studies of Young and Schwedel 
(1944) and Bagenstoss and Rosenberg (1941) where 
the incidence of carditis was 65% and 56°,. In a similar 
study by Bayles (1943) it was only 22%. 

These and other studies’ suggest, that in a large 
number of cases of slow progressive joint involvement 
existing cardiac lesions may be clinically silent and 
therefore escape recognition. Should opportunities for 
autopsy studies in cases of arthritis become more 
readily available. they should go far to establish, as 
Young and Schwedel have already postulated, a.‘‘ rheu- 
matic state.” probably highly dependent on age, with 
varying degrees of vulnerability of the heart and joints 
in different subjects. 

Wimpole Street, W.1. 


HEREDITARY FAMILIAL TELANGIECTASIS 

Sir,—Squadron-Leader Campbell’s report in your 
issue of Oct. 14 stimulates me to put another example of 
this rare condition on record. The family history 
relates that the patient’s father had died of an unknown 
illness when our patient was still a child. His mother 
had had repeated attacks of epistaxis which in later 
years had somewhat improved. One brother and one 
sister were said to suffer from a similar complaint but 
no details are here available. His own twins died soon 
after birth and his only surviving daughter was alive 
and well. He first came under hospital observation in 
1933 when he was 47 years old. He had had repeated 
attacks of bleeding from nose and lips and several 
hematemeses during the preceding year. There was no 
indigestion, no history of alcoholism, and apart from 
microcytic anemia no abnormality was detected in the 
blood, or on barium meal examination. 

When I saw him in 1943 he was severely anemic (Hb. 
30-60%, colour-index 0°33-0°62) having had a number of 
further hematemeses, Altered blood was _ persistently 
present in his stools. The bleeding and coagulation times 
were then normal and so was the platelet count. The 
fractional test-meal showed no free acid, and the total gastric 
acidity was low. Radiological examination of his stomach 
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revealed no abnormality and the urine was free from red cells. 
On examination multiple haemangiomata were found in the 
anterior two-thirds of his tongue and also on lips, cheeks, the 
conjunctival surface of one eyelid, and in the pharynx, 

He improved with rest, diet and iron, but had to be 
readmitted a few months later after further severe hemat- 
emeses which necessitated repeated blood transfusions. 
He had no nose bleeding then. In July, 1943, Mr. Norman 
Tanner kindly performed a gastroscopy and reported: “ The 
gastric mucosa is pale, thin and finely irregular, All over 
the mucosa are seen red areas like purpuric spots, the highest 
at the cardia, the lowest at the pylorus. They are bright red 
and not raised above the surface. As many as 8 are seen in 
one field, their size varying between 0'1l and 0°4 ecm.’ in 
diameter. The picture is that of telangiectasis. The rest of 
the stomach is normal.” On rectal and _ sigmoidoscopic 
examination no telangiectases were detected in the lower 
bowel. 

He was again discharged much improved but a few months 
later we heard that he had had another severe haematemesis 
and that he had died at home, Autopsy was not performed. 

The interesting point in this case is the scarcity of 
telangiectases in the skin and their abundance in the 
mucous membrane of the upper digestive tract. There 
were repeated hemorrhages from the stomach over a 
period of nearly 12 years which became progressively 
worse and finally killed the patient at the age of 57 years. 
The familial history is here not so well supported as in 
Campbell’s case but seems nevertheless to be beyond 
doubt. 

Fulham Hospital, W.6. H. WoOLFSOHN. 


BIOLOGICAL OR CULTURAL? 

Sir,—A peripatetic correspondent on Aug. 5 was 
scornful of the idea that the differences between Ger- 
mans and ourselves are biological rather than cultural. 
Since there are admittedly biological differences between 
Mongolians, Negroes, Europeans, and the other great 
classes of mankind, surely the probability of similar, 
if less noticeable, differences existing between the 
different races of Europeans cannot be scouted? Are 
the physical characteristics of races in Europe to be 
regarded as merely cultural ? 

Worksop, Notts. M. HAypon BaAILiie. 


CHOOSING THE STUDENT 


Sir,—It is probable that the best doctors eventually 
choose themselves, but nevertheless it is opportune to 
consider some kind of formal selecting mechanism if 
only for the following reasons : 

1. To reduce training wastage. 

2. To raise the level of the final output. 

3. To explore the possibility of finding a successful selection 

method for such a complex job. 

At present there seem to be three almost rival schools of 
thought on this subject which represent (a) the good 
picker or spot diagnostician, (b) selection by “* aptitude ” 
tests and (ec) selection by committee. 

Now, any procedure which is adopted should surely 
attempt to integrate the good points of all these methods 
and should avoid the narrow outlook of “ either one 
method or the other.’’ Personal bias can and does sway 
any single man, be he dean or headmaster or combination 
of both. Some men are good pickers and some bad, 
and there seems, on the face of it, to be little correlation 
between ability to pick and choose and professional 
aptitude. It has been known ever since ancient Greek 
times that dictatorship could be a satisfactory form of 
government, but this does not blind us to the short 
comings of the principle of the method. 

The ultimate aim of any selection technique must be 
to choose students who will, in time, become good doctors, 
but this means that first of all it is necessary to define 
clearly what is meant by a ‘good doctor” or by 
‘** professional aptitude.’’ Secondly it argues a careful 
follow-up, say at six and twelve years after the original 
selection, to discover if the method works and to validate 
its various parts. It is difficult to bélieve that aptitude 


tests alone can have much success in selecting for a 
profession which is so wide and in which so much 
depends upon the subtle interaction of personal traits. 
* aptitude ” 


and in which itself still lacks definition. 
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It will be necessary, therefore, to avoid some of the 
possible shortcomings of such tests and to ensure that :-— 
(a) It is known what is being tested. 

(6) This is not some narrow semi-mechanical trick of little 
importance to the job as a whole. 

(c) There is adequate control by comparing the findings 
both with those obtained from an unselected group and 
with those from a number of doctors of known ability. 

A wide selection procedure should be designed to 

consider the maximum amount of systematically 

obtained informatign, both about the candidate’s past 
activities and about his present bearing and performance. 

The kind of seed to be sown is now being discussed 
and it is likely that the number of sowers will have to be 
increased in the future, but before the greatest yield can 
be gathered methods for sieving the soil must be more 
scientific than they have been in the past. 


R. C. BROWNE. 


LANCECTOMY 


Str,—This delicate operation, which has been causing 
your Peripatetic Correspondent much experimental 
research (Oct. 7), may be prettily performed with the 
aid of an instrument found behind every practitioner’s 
lapel—a pin. 

The pin is dragged across the integument so as to 
leave a depressed longitudinal scar. Press with a thumb 
on either side of the mark and—hey presto! out pops 
The Lancet much as might a sebaceous cyst. 

This simple technique should prevent this minor 
operation becoming a major one. No longer should our 
Saturday breakfast-tables be littered with the tattered— 
and frequently buttered—shreds of The Lancet’s pecu- 
liarly fibrotic war-time capsule. E. G. Siva. 


*,* Good results are also reported by readers using 
(a) a wooden golf-tee, and (6) a hairpin.—Eb. L. 


Public Health 


War-time Balance Sheet 

In the 2nd quarter (April-June) of 1944 the birth-rate 
of 19-3 per thousand of population was the highest for 
that quarter since 1925 (last year 17-5). The infantile 
death-rate fell to 43 per thousand related live births, 
11 below the ten-year average, and the lowest ever 
recorded. The actual numbers were: 199,326 births 
registered, with a proportion of 1061 boys to 1000 girls 
(ten-year average 1056); 7936 deaths under one year. 
Births exceeded deaths by 83,801, corresponding 
increases in the 2nd quarters of 1941, 1942 and 1943 
being 7,228, 50,674 and 67,802. The general death-rate 
of 11-2 compared with 10-9 of a year ago and the ten- 
year average of 12:0. But the total of 82,215 marriages 
was up by only 95 on last year’s figure, and fewer by 
23-460 than the previous five-year average. 


Infectious Disease in England and Wales 
WEEK ENDED oct. 14 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2152; whooping-cough, 897; diphtheria, °567 ; 
paratyphoid, 7; typhoid, 9; measles (excluding 
rubella), 3088 ; pneumonia (primary or influenzal), 655 ; 
puerperal pyrexia, 174; cerebrospinal fever, 43; polio- 
myelitis, 24; polio-encephalitis, 0 ; encephalitis lethar- 
gica, 1; dysentery, 358; ophthalmia neonatorum, 64. 
No case of cholera, plague or typhus fever was notified 
during the week. 

The number of civilian and service sick in Ag Infectious Hospitals 
of the London County Council on Oct. 11 was 698. During the 
previous week the following cases were admitted : scarlet fever, 
26; diphtheria, 17; measles, 8; whooping-cough, 22. 

Deaths.—In 126 great towns there were no deaths 
from enteric fever or scarlet fever, 3 (1) from measles, 
6 (0) from whooping-cough, 6 (0) from diphtheria, 
48 (10) from diarrhoea and enteritis under two years, and 
21 (2) from influenza. The figures in parentheses are 
those for London itself. 


The number of stillbirths notified during the week was 


215 (corresponding to a rate of 31 per thousand total 
births), including 14 in London. 


Obituary 


T. H. ARNOLD CHAPLIN 
MD CAMB., FROP 


Dr. Arnold Chaplin died on Oct. 18 at Bedford in bis 
81st year. Born at Fulbourn, Cambs, he was educated 
at Tettenhall College and St. John’s College, Cambridge, 
and qualified from St. Bartholomew’s Hospital in 1889. 
He then went straight to Victoria Park and became a 
chest physician of distinction, well remembered for his 
creosote inhalation chamber which mitigated the horrors 
of bronchiectasis before the advent of thoracic surgery. 
With Sir Andrew Clark and W. J. Hadley he wrote a 
textbook on Fibroid Disease of the Lung (1894) which is 
now a classic. He took a consulting-room in Finsbury 
Square and built up a City practice, holding important 
positions in shipping and insurance circles. But he was 
jealous of filling up his whole day with clinical work 
when he wanted time to read and write books, and at the 
end of the last war he resigned his position at the London 
Chest Hospital to become Harveian librarian to the 
Royal College of Physicians of which he had been a 
fellow since 1902 and FitzPatrick lecturer in 1917. 
With his wife’s help he produced an illustrated version 
of Munk’s roll of fellows with scores of engraved portraits, 
a beautiful piece of work. And in 1924 he was Harveian 
orator. For the general reader his name will be 
associated with Napoleon at St. Helena. He had an 
encyclopedic knowledge of the exile’s life at Longwood 
and after bringing out studies of his last illness and 
death, and of Thomas Shortt, PMO of the island, he 
summarised his researches in A St. Helena Who’s 
Who, with dates and biographical details down to 
postmen and maids, invaluable to the student of the 
period. 

Chaplin came of East Anglian dissenting stock and 

had a sturdy independence of disposition, He was a 
precise and scholarly physician of the old school, 
meticulous in all that he did—his only diagnostic aid 
was the wooden stethoscope and he used Latin for his 
instructions ; but he was a shrewd judge of men and 
affairs, with a critical outlook and a quiet dry humour. 
Impostors failed to get past him and enthusiasts found 
him a little damping: to the serious student he was a 
real friend and he applied to the art of medicine a 
learning which had no use for anything shoddy. 

His wife, a daughter of Dr. J. H. Robertson, died in 
1938 after thirty years of married life. They had no 
children. 


ARTHUR FRANCIS STABB 
MB CAMB., FRCP 


Dr. A. F. Stabb, who died on Oct. 3 at Stroud after a 
long period of ill health, had been obstetric physician 
to St. George’s and Queen Charlotte’s Hospitals and 
examiner in midwifery for the RCP and the Apothecaries. 
After qualifying in 1889 with distinction from St. 
Thomas’s he was for several years resident at Adden- 
brooke’s, Cambridge, before starting on a long and 
useful career in obstetrics and women’s diseases. 

He retired some twenty years.ago to live a country 
life. 


OF > Lave AFTER THE ‘Wa. con- 
ference on this subject will be held by the National Associa- 
tion of Maternity and Child Welfare Centres and for the 
Prevention of Infant Mortality at Friends House, Euston 
Road, London, NW1, on Nov. 23 and 24 under the presidency 
of the Minister of Health. On Nov. 23 the theme is to be 
building up the family ; the speakers will include Prof. James 
Young (social and health services), Dr. C. Fraser Brockington 
(the.viewpoint of rural areas), Dr. Jean Mackintosh (education 
as it concerns the family), Dr. Helen Standring (family life 
during the mother’s confinement), Dr. Innes Pearse (the 
family club). On the second day Mr. Willink will give his 
presidential address at 10.30 am, after which the theme of 
broken family life will be considered. Dr. A. B. Gardiner 
is to speak on illegitimate children, and in the afternoon 
there will be a discussion on substitute homes. Further 
information from the secretary of the association, 117, 
Piccadilly, W1. 
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NOTES AND NEWS 


On Active Service 
CASUALTIES 


MISSING, PRESUMED KILLED 
Surgeon Lieutenant SLADE CUTHBERTSON, MRCS, 


RNVR, HMS Eclipse. 


Surgeon Lieut.-Commander HueH Dr Lancey Nort Davis, 
BM OXFD, DA, RNVR, HMS Charybdis. 
Surgeon Commander HumPpHREY DE Bonun KEMPTHORNE, 
DM OXFD, DOMS, RN,.HMS Charybdis. 
MISSING 
Captain Joun Howarp KEESEY, MB CAMB., RAMC 
Major Guy RicBy-JoNES, MB CAMB., FRCSE, RAMC 
WOUNDED AND MISSING, BELIEVED PRISONER 
Captain G. F. H. Drayson, MB EDIN., RAMC 


AWARDS 


Major-General R. E. BARNSLEY, MC, MB CAMB., KHS, late RAMC 


CBE 
Colonel A. N. T. MENECES, MB LOND., RAMC 
~ MBE 


Major D. B. Jamie, 
ST, AND., RAMC 
Major A. A. M. Noran, 
IAMC 


Major J. G. B. De 
MRCS, RAMC 

Major R. W. Jones, MB 
EDIN., 

Captain J. L. Nicor, mB 
ABERD., RAMC 

Major D.R.SANpDISON, LRCPE, 
RAMC 

Captain K. B, Fraser, MB 
ABERD., RAMO 

Captain T. G. Gray, MB 
8ST. AND., RAMC 


MENTIONED IN 


Major-General Sir Percy 
TOMLINSON, KBE, CB, DSO, 
FRCP, KHP, late RAMC 

Lieut.-Colonel T. E. A. Carr, 
MB MANC., RAMC 

Lieut.-Colonel P. D. Joxnn- 
SON, MRCS, RAMC 

Major T. S. R. Fisuer, mp 
CAMB., RAMC 

Major A. D. Sroker, MB 
EDIN., RAMC 

Captain A. G. H. CLay, ms 


MB | Captain M. L. PANJANI, ARO 


(medical) 


| Captain M. L. Supan, mp, 


IAMC 


, Captain P. G. Grirritus, MB 


MANC., RAMC 

Captain C. C. Latrp, mB 
LPOOL, RAMC 

Captain W. W. Marspen, 
MRCS, RAMC 

Captain Joun THOMPSON, MB 
MANC., RAMC 

Captain G. E. 
RCAMC 

Lieut. F. S. Cooper, Ramc 

Lieut. Lko DALLAIN, RCAMC 


DESPATCHES 

Captain B. N. BLaGGan, MB, 
IAMC 

Captain J. W. A. CrasTree, 
MB CAMB., [AMC 

Captain S. N. Basu, ms, 1amc 

Major A. LAKSHMINARAY- 
ANAN, MB, IAMC 

Captain M. K. 

Captain 8. K. mp 

Captain F. M. Kuan 

Captain U. P. MUKHERJEE, MB 

Surgeon Lieutenant G. A. 
GOULD, RCNVR 


CAMB., RAMC 


The Minister of Labour has appointed a commission, 
presided over by Sir Harold Morris, Kc, to ascertain whether 
the extension of the working hours of juveniles in the textile 
and allied industries from 44 to 48 a week is still justified. 


Mr. R. A. Butler, the Minister of Education, will speak to 
the Society of MOHs School Group at the Town Hall, High 
Holborn, WCl1, on Friday, Nov. 3, at 2.30 pm on the place of the 
school medical service in the education services of the future. 


Dr. F. J. Bentley has been appointed a senior medical 
officer in the public health department of the London County 
Council. 


Dr. Bentley, after qualifying in 1922, held resident house appoint- 
ments at his training hospital in Newcastle-on-Tyne before —. 
to London as house-physician at the Great Ormond Street children’s 
hospital. After taking the MRCP he entered the service of the 
MAB and became a deputy medical superintendent. Deciding 
finally on a public health career he joined the staff of the LCC 
in 1930, after a spell with the Surrey County Council. For the 
next ten years, as a divisional MO, he was occupied with the 
reorganisation. of the tuberculosis scheme, consequent on the 
passing of the Local Government Act of 1929. In 1940 he was 
transferred to the special hospitals division where his work was 
chiefly in making hospital arrangements for infectious disease, 
tuberculosis and children. In the following year he was promoted 
principal asst. MO in the newly formed combined division. 
dealing with all general and special hospitals, and with the work 
of the pathological laboratories. He was elected FRCP in 1937. 
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Notes and News 


EXPLAINING THE CASE 
THE National Association for the Prevention of Tuberculosis 
has just issued three useful booklets for patients : Good Luck, 
packed with sensible advice for the patient leaving the 
sanatorium ; Dust Diseases : their Cause and Care, addressed to 
workers, management and trade unions, containing a clear 
account of the preventive measures necessary in factories 
and mines, and the procedure to be followed by those seeking 
compensation ; and Learning to Live, an encouraging account 
of the training courses available to tuberculous patients both 
in and out of hospital. A fourth booklet, published in 
conjunction with the British Pediatric Association, is 
addressed to health visitors and sets out the main facts about 
milk-borne tuberculosis, lung infection, the tuberculin 
reaction and the dangers of contact, the last illustrated by 
some sufficiently impressive examples. Alf four booklets are 
written with expert brevity and clearness ; and their message 

is couched in friendly but not fulsome terms. 


PENICILLIN IN RAT-BITE FEVER 

THE work done at the Mayo Clinic by Heilman and Herrell, 
showing that Spirillum minus infections in mice respond to 
penicillin (see Lancet, Oct. 21, 1944, p. 540), confirms the 
previous report of E. M. Lourie and H. O. J. Collier of Liver- 
pool, who found that penicillin was more effective than 
neoarsphenamine in mice infected with Sp. minus; they 
also showed that experimental relapsing fever responded 
more readily to penicillin than to neoarsphenamine (Ann. 
trop. Med. Parasitol, 1943, 37, 200). 


GUIDE TO SCOTTISH HOUSING 

Tue Secretary of State for Scotland in his circular to local 
authorities on Housing in the Transitional Period after the War 
arms them for the forthcoming offensive on housing. He 
admits that in the past the standard of occupancy in Scotland 
was too low. The living-room was counted as a sleeping 
place, two children under 10 counted as one adult, and 
infants were discounted altogether. In future, the circular 
affirms, in local authority houses only bedrooms are to be 
counted as sleeping places and all children treated as indi- 
viduals. Thus a two-bédroom house with three apartments 
can house four people and a four-bedroom house with five 
apartments can house eight people. This new standard will 
be applied not only to new houses but also to existing ones 
as soon as practicable. Mr. Johnston invites local authorities 
to concentrate on building the larger types of houses at least 
to begin with for, he reminds them, between the wars 73-7% 
of the houses provided by local authorities were of three 


‘apartments or less. 


JOINT BOARDS: VIEWS OF NALGO 

WHILE supporting in general the white-paper proposals for a 
comprehensive medical service, the National Association of 
Local Government Officers opposes the plan to place all 
hospital services under the control of joint boards. A 
resolution of the national executive council of NaLco states 
that the transfer of hospital administration to joint boards 
would be a retrograde step: it would divorce hospital 
administration from that of the other local-authority. health 
services; it would weaken the direct democratic control of 
municipal hospitals by local authorities, tending to supplant 
it with bureaucratic control; and it would diminish the 
vitalising influence of local pride. On the other hand, the 
association considers that there is a case for joint boards to 
undertake the planning of hospital and health services. 
These planning boards, it suggests, should be elected by the 
local authorities within the area they cover, and should 
include representatives of the medical profession and the 
voluntary hospitals. Each board would plan comprehensively 
the health services of its area and would deal with subsequent 
changes in the plan. It would submit its proposals in the 
first place to the individual local authorities administering the 
various services and, although its recommendations would not 
be mandatory upon these authorities, it would have power to 
submit any recommendations not accepted to the Minister of 
Health. Those proposals, NaLco believes, would attain the 
objects of planned, coérdinated and efficient hospital and 
health services without removing them from local control 
or depriving them of local interest. 

The association, with 130,000 members, represents the 
bulk of professional, technical, and administrative officers of 
local authorities throughout the country. 
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University of Cambridge 


On Oct. 20 the following degrees were conferred by proxy : 
H. Coleman. 
MB, BChir.—Alexander Comfort; G. I. C. Ingram, R, H. 


Boardman and Peter Venables. 
MB.—E. B. Pawson. 


Royal College of Physicians of London 

Dr. Cecil Wall will deliver the FitzPatrick lectures at the 
College, Pall Mall East, SW1, on Tuesday, Dec. 12, and 
Thursday, Dec. 14, at 2.15 pm. He will speak on the history 
of the English medical profession, 


Royal College of-Surgeons of Edinburgh 

At a meeting of the college on Oct. 18 the following 
office- bearers were re-elected for the ensuing year: president, 
Prof. R. W. Johnstone ; vice-president, Mr. J. W. Struthers ; 
secretary and treasurer, Mr. K. Paterson Brown ; members 
of the president’s council, Mr. James M. Graham, Sir John 
Fraser, Dr. G. Ewart Martin, Mr. Francis E. Jardine, Mr. W. 
Quarry Wood and Mr. Walter Mercer; representative on 
the General Medical Council, Mr. Henry Wade ; convener 
of museum committee, Mr. W. Quarry Wood ; and librarian, 
Dr. Douglas Guthrie. 

The following were elected to the fellowship after having 
passed the requisite examination: Hjalmar Hubert Atkin- 
son, MRcs, Philip Hulme Beales, Mres, Hugh Michael Mac- 
Carthy, LrcpiI, and Mary Savory, MB CAMB. 


Society of Apothecaries of London 

' On Friday, Nov. 3, at 2.30 pm, Colonel Elliott Cutler, 
chief consultant in surgery to the United States Army in 
the European Theatre -of Operations, will deliver the first 
of a series of lectures to be held at Apothecaries’ Hall, 
Blackfriars Lane, Queen Victoria Street, EC4, during the 
winter. He is to speak on military surgery in 1944. 


Society of Public Analysts and other Analytical Chemists 

On Wednesday, Nov. 1, at 3 pM, at the rooms of the 
Chemical Society, Burlington House, Piccadilly, London, W1, 
D. W. Kent-Jones, pH D, and M. Meiklejohn will speak on 
microbiological assays of riboflavin, nicotinic acid and other 
nutrient factors. W. N. Aldridge will also describe a new 
method for the estimation of microquantities of cyanide and 
thiocyanate. 


Society for Relief of Widows and Orphans of Medical 
Men 

At a quarterly court of directors held on Oct. 11, with 
Dr. R. A. Young, president, in the chair, the death was 
reported of a widow who came on the funds of the 
society in 1929 and had received £1925 in grants on behalf 
of herself and son. Her late husband had paid in sub- 
sériptions £52 10s. It was decided to make a Christmas 
present to each widow next December. Membership is 
open to any registered medical man who at the time of his 
election is resident within a twenty-mile radius of Charing 
Cross. A new list of members is shortly to be printed and 
the secretary would like to be notified of any recent change 
of address at 11, Chandos Street, London, W1. 


Royal, Society of Medicine 
At the section of history of medicine on Wednesday, Nov. 1, 

at 2.30 pm, Dr. Philip Argenti will read a paper on Emanuel 
Timorni of Chios and Dr. H. P. Bayon on the medical career 
of Jean Paul Marat. On the same day, at 5 pM, at the 
section of surgery, Sir James Walton, Mr. Jennings Marshall, 
Mr. A. C. Perry and Dr. Horace Evans will open a discussion 
on the treatment of duodenal ulcer. On Nov. 2, at 4.30 pM, 
at the section of neurology, Mr. Harvey Jackson will speak on 
orbital tumours. On Nov. 3, at 10.30 am, Mr. L. Graham 
Brown will give his presidential address to the section of 
otology on conclusions based on twenty-five years practice in 
mastoid surgery. On the same day, at 2.30 pM, at the section 
of anesthetics) Mr. W. Etherington-Wilson will speak on 
spinal block and show a film demonstrating spinal block in 
the young. Dr. J. Alfred Lee will also speak on serial spinal 
analgesia. At the same hour, at the section of larnygology, 
Mr. C, Gill-Carey is to give his presidential address. After- 
wards there is to be a discussion on medical aspects of 
rhinology, when Dr. Geoffrey Evans, Mr. Simson Hall and 
Dr. J. D. Rolleston will be the opening speakers. 


Sir Roserr Ropryson, D sc, FRS, has been appointed 
chairman of the Water Pollution Research Board. 


MARRIAGES AND DEATHS 


[ocr. 28, 1944 


Cues for Potential Patients 


The Socialist Medical Association and leading trade 
unionists have organised a conference to be held today, 
Saturday, Oct. 28, at 2.30 pm, at 26, Portland Place, London, 
W1, when workers will be given an opportunity to express 
their views on the health service of the future. The medical 
speakers will include, Dr. Horace Joules, Dr. Haden Guest, MP. 
and Dr. David Frost. 


Royal Institution of Great Britain 

On Dec. 8, at 5 pm, Lieut.-Colonel E. F. W. Mackenzie, ms, 
director of water examination for the Metropolitan Water 
Board, will give the Friday evening discourse. His subject 
is to be London's water-supply, safeguarding its purity in 
peace and war. The courses of lectures on Tuesdays before 
Christmas include plant viruses and virus diseases by Mr. 
F. C. Bawden (Nov. 21 and 28 at 5.15 pM) and modern 
developments in chemical therapeutics by Sir Henry Dale, 
om, PRS (Dec. 5, 12, 19 at 5.15 pm). Further particulars from 
the secretary of the institution, 21, Albemarle Street, London, 


WL. 


On Friday, Nov. 24, at 5 pm, Major A. J. Cameron, Dr. 
T. Rowianp Hit and Major J. O. OLiver are to speak to 
the clinical society of the Royal Eye Hospital, Southwark, 
on foreign service experiences. 


The Ministry of Health reminds whole-time public health 
medical officers who are of military age that before applying 
for any other post they should first obtain the permission 
of the Minister (see circulars 2818 and 2881). 


Drew, G. R. H., MB EDIN.: MO, Nigeria, 
Horn, L. J., MB ‘SIDNE Y, FRCS : surgeon to the Ebbw Vale Gensel 


Hospital, 

McHUGH, GEORGE, MB GLASG.: MO, Gold Coast. 

STEVENS, T. RUSSELL, MB CAMB., FRCS: medical referee for the 
county-court districts of Blandford, Bournemouth, Bridport, 
Dorchester, Lymington, Poole, Ringwood, Swanage, jey- 
mouth, Wimborne Minster and Yeovil (circuit No. 55). 


Births, Marriages and Deaths 


BIRTHS 


Bairpv.—On Oct. 17, in Belfast, the wife of Surgeon Lieutenant 
Baird, RNVR-—a daughter. 
BrooK.—On Oct. 15, at Barnstaple, the wife of Dr. 8. G. Brook— 


a son. 

BULMAN.—On Oct. 18, at Cambridge, the wife of Captain J, F. H. 
Bulman, RAMC—a son. 

HENDERSON,—On Oct. 17, at Woking, the wife of Dr. 
Henderson—a son. 

MARTIN.—On Oct. 20, at Newport, 
Martin, RAMC——a son. 

MuURRAY-LYON.—On Oct. 17, in Edinburgh, the wife of Lieut.- 
Colonel R. M. Mnurray- -Lyon, RAMC—a daughter. 

NE 14, at Birmingham, to Dr. Margaret Newby 
(née Strenge), wife of Robert W. Newby—a son 

PATTERSON.—%On Oct. 26. lay Bedford, the wife of Dr. C. F. L. 
Patterson— daug! 

PENISTAN.—On Oct. 1 “y London, the wife of Dr. L. J. Penistan 
daughter. 

ROcCHE,— ey Sept. 26, at Dundee, the wife of Major G. K. T. Roche, 
MB, » RAMC—a daughter. 

ROWE, i ~4 Oct. 17, in London, the wife of Dr. A. 
Rowe—a son. 

WILLIAMs.—On Oct. 13, at Swansea, the wife of Major Bernard L. 
Williams, rrcs, RAMC—a son. 

WYLIE.—On Oct. 15, at Oxford, the wife of Dr. J. 


a son. 
MARRIAGES 
BaiRD—JENKINS.—On Oct, 17, at Bidborough, James Tertius 
Baird, MB, of Girvan, Ayrshire, to Maureen Joy Jenkins. 
CHIPPINDALE—STEVENSON.—On Sept. 28, at Ranikhet, India, 
Derek Chippindale, lieutenant Sikh Regiment, to Ruth 
Marian Stevenson, MB, captain RAMC. 
STRATHIE—WESLEY.—On Oct. 14, in London, David Murray 
Strathie, surgeon lieutenant RNVR, to Margaret Wesley. 


DEATHS 
CHAPLIN.—On Oct. 18, at Bedford, Thomas Hancock Arnold 
Chaplin, MD CAMB., FRCP, aged 80 
GrBson.—On Sept. 30, at Brisbane, John Lockhart Gibson, MD 
EDIN., FRACS, aged 84. 

GROVEs.—On Oct. 22, at Bristol, Ernest William Hey Groves, Ms, 
MD LOND., DSC BRIST., LLD BELF., FRCS, FRACS, aged 72. 
Hopron.—On Oct. 19, at Gerrards C ross, Bucks, Reginald Edward 
Hopton, LRCPE. 
MARSHALL.—On Oct. 16, at Laxfield, Suffolk, Arthur Lumsden 

Marshall, MB CAMB., aged 83. 
RANKIN.—On Oct. 18, in ¢ ‘Jairo, George Douglas Rankin, MB DUBL., 
Sudan Medical Service. 


Roger 
the wife of Captain P. W. N. 


J. Edgcombe 


A. H. Wylie— 


The fact that nade of raw mentertete in su y owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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ut. 
uby The iodine content of ‘Iodicin’ brand Calcium SOME INDICATIONS: Bronchial catarrh, Rheumatism, 
cel lodo-ricinoleate is slowly liberated in the system, Fibrositis, Sciatica, Arteriosclerosis, Angina pec- 
nbe 
iL. thus enabling a continuous high level of circulating  toris, Tertiary syphilis, Thyrotoxicosis. 
~_— iodide to be maintained without the production of containing 33-1/3 percentof iodine in organic combination 
dia, capsuLés } Container of 50, 4/6, plus 7d. purchase tax 
‘smptoms of interne. For his °F % Bott 20, 200 pu 26 ph 
old brand Calcium Iodo-ricinoleate is to be preferred 

BG BURROUGHS WELLCOME & CO. 
us, to the inorganic iodides in all conditions calling for (The Wellcome Foundation Ltd.) 

ard LONDON 

den o U ASSOCIATED HOUSES: NEW YORK MONTREAL SYDNEY 
mi systemic iodine’ therapy over a prolonged period. CAPE TOWN BOMBAY SHANGHAI BUENOS AIRES 
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| SUCCESSFUL 

TREATMENT OF SCABIES , 

ESPECIALLY SEVERE and RESISTANT CASES 


A series of trials carried out under critical observation 
showed that Kathiolan Ointment was completely effective 
in every case treated, all mites being killed with one application 


in 24 hours. —Ref. B.M.!., 4/7/1942, p. 2 
NO Initial cleansing bath. Apply Kathiolan to NO 
DERMATITIS entire skin surface (except head and face), SCRUBBING 


After 24 hours, final cleansing bath, patient 
is free from infection. 


Kathiolan Ointment is manufactured in England to Marcussen’s original formula 
Packed in tins of 200 and 1000 grams. Special Termis to Local Authorities and Hospitals 


CHAS. ZIMMERMANN & COMPANY LIMITED, LONDON, E.C.3 
Enquiries to Medical Dept. (Temporary Address), 75a, High Street, Ruislip, Middlesex Phone: Ruislip 3882 


A NATURAL SOURCE 
OF COMBINED ENERGY 


Restricted dietary, combined with unusual mental strain, tends to 
retard the normal course of recovery after iilness. 

Weakened recuperative powers can be corrected and strengthened by 
‘Supavite’ Capsules. This “Angiers’ product contains a balanced 
combination of vitamins A, B1, B2(G), C, D and E, with Iron, Calcium 


and Phosphorus. ‘Supavite’ provides the depleted bodily tissues 

ment of NERVOUS and fluids with these accessory food factors and minerals. 
INSTABILITY, 


LASSITUDE, Loss 
of MENTAL AND 


PHY 

ENERGY and all 

asthenic conditions 

arising from a de fict- . BRAND 


ency of vitamins and 

mineral constituents cA PSULES ; 

necessary to health.- The Angier Chemical Co. Ltd., 86, Clerkenwell Road, London, E.C.1 
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ALL MITES KILLED WITH ONE APPLICATION IN 24 HOURS 
7 § 5 
: 


BENGUE’S BALSAM 


When muscular aches and pains must be relieved, 
as in lumbago, chronic rheumatoid conditions and 


influenza, Bengué’s Balsam provides effective salicy- GIA 

_ late medication free from the gastric upset which so reas 
often follows when salicylates are given orally. : 
Bengué’s Balsam produces active local hyperemia of RHEUMATOID 
value in overcoming congestion as in cases of CONDITIONS 
pleurisy and influenza, and clearing the tissues of 
accumulated toxic end-products of metabolism. aie 
Bengué’s Balsam exerts its analgesic action through LUMBAGO 


its contained Menthol and Methyl Salicylate in 
lanolin, and thus offers a powerful medication when- 
ever muscular and joint pains must be relieved. INFLUENZA 


A generous free sample will be sent on request 
BENGUE & CO. LTD., MOUNT PLEASANT, ALPERTON, WEMBLEY, MDX. 


Depend upon it... 


Welfare and sick-room experience amply demonstrates the funda- 
mental importance of regularity of bowel evacuation particularly for 
children during their growth and development. In this connection 
the choice of a laxative is obviously of first importance. 


‘ California Syrup of Figs’ offers marked advantages over the harsher 
mineral and synthetic drugs. Skilfully prepared from selected 
sennas, it effects thorough evacuation without griping or discomfort. 
Moreover it has no exhausting effect on the alimentary system and 
is completely safe and dependable in action. 

* 
‘California Syrup of Figs’ may confidently be recommended as the 
routine laxative for children of all ages. Being pleasantly flavoured 
it is accepted readily by the most fastidious, patient. 


‘California Syrup of Figs’ 


» THE CHAS. H. PHILLIPS CHEMICAL CO. LD. 


179, Acton Vale, London, W.3 
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rushes him to the drome. Speeds 
him home on those lightning 
leaves, often with a load of 
brother officers and flying gear 
— Jump in fellows, lifts to town 
. .. No time or petrol now for 
sporting runs, but here still is 
speed with faithful service. 
When ‘prangs’ are over and 
we can turn again to the manu- 
facture of machines of beauty 
and grace like these, we shall 
have new technical skill and 
knowledge born of our war- 
time engineering progress to 


bring to bear on the production 
of the M.G. ; 
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BRAND ETHOCAIN HYDROCHLORIDE 


The Original Preparation 


English Trade Mark No. 276477 (1905) 


The Safest and most Reliable 
Local Anzsthetic 


SOLD MEDAL 1913. 


Does not contain Cocaine, and does not come under 
the Dangerous Drugs Act. 
Despite the war, NOVOCAIN preparations and will 
Tablets of various Sizes. Ampoules of Sterilized Powder 
and Solution. 1 oz. and 2 oz. Bottles, Stoppered or 
Rubber Capped. 


Literature on Request 
Sold under Agreement. 


THE SACCHARIN CORPORATION LTD. 
84, Malford Grove, Snaresbrook, London, E.18. 


Telegrame: SACARINO, LEYSTONE, LONDON. 
; Telephone: Wanstead 3287. 
Australian Agents: 
J.L. Brown & Co., 123, William Street, Melbourne, 0.1. 


| 
| His M-G — 
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ORMOTONE 


Tor the Acts directly upon the endometrium inducing 


oral administration hyperplasia of the uterine mucosa. Indicated 
in ovarian hypofunction : amenorrheea, dys- 


of Ovarian Tllicular menortheea, hypomenorrheea, oligomenorrhcea 


Hormones & VWhuyooiad and menopausal disorders where prolonged 
treatment and continuous daily absorption 


are necessary. 


IMMEDIATE SUPPLIES FROM STOCK Bottles of 40 special-coated tablets containing 
200 international units of biologically assayed 


G GC AR N | CK Co. and standardised ovarian follicular hormones 


combined with 1/10th grain thyroid. 
20, MOUNT PLEASANT AVENUE 


NEW JERSEY, U.S.A. Also available from stock: HORMOTONE Brand, 

bottles of 100 and 500 tabs. HORMOTONE Brand 

DISTRIBUTORS. without POST-PITUITARY, bottles of 100 tabs. 
TRYPSOGEN Brand, bottles of 100 and 500 tabs. 

BROOKS & WARBURTON LTD. TRYPSOGEN Brand (special coated), bottles of 00 
232, VAUXHALL BRIDGE ROAD, S.W.! and 500 tabs. COLOPO Brand, bottles of 40 tabs. 


DOWN BROS. 


FAMOUS SINCE 1795 


LIMITED 
The Only Brandy SURGICAL 
actually bottled WNSTRUMENT 
HOSPITAL 
Chateau de ener FURNITURE 
MANUFACTURERS 


All Correspondence now to 
NEW HEAD OFFICE 


23, PARK HILL RISE 
CROYDON 


Telephone: Croydon 6133 


Showrooms and Fitting Rooms 
22a, CAVENDISH SQUARE 
LONDON, W.1 


ITARD’S 
BRANDY 


21 


HORM, 4 
4547 
| 
/ 


THE LANCET,]) 


THE LANCET GENERAL ADVERTISER 


[Ocr. 28, 1944 


J. Marshall, M.B.. B.S. 
THE VENEREAL DISEASES 


A Manuai for Practitioners and Students 


There is no need to stress the major impor- 
tance of this social and medical problem. 
This book, as well as treating the social 
aspect of these diseases, brings medical 
knowledge and practice of the subject up 
to date, so that it should prove invaluable 
to practitioners and medical students. 21s. 


PUBLISHED BY MACMILLAN & CO., LTD. 


SPRINGFIELD HOUSE 


*"Phone: BEDFORD 3417. Near BEDFORD 

For Mental Cases with or without Certificates. 
T Five Gui week (including S 


For of admission, &c., apply to the 
Creprio W. Bower. 


INTERVIEWS IN LONDON BY APPOINTMENT. 


MICROSCOPE 
OUTFITS WANTED 


Highest prices paid. We may have what 
you want to buy oranearalternative. Your 
enquiry will receive our prompt attention. 


DOLLONDS (\) (Estd. 1750) 


LONDON 28, OLD BOND 8T., W.1...... Regent 5048 
428, STRAND, W.C.2...... Temple Bar 3775 
35, BROMPTON RD., 8.W.3 Kensington 2052 
281, OXFORD 8T., W.1...... Mayfair 0859 


23a, SEVEN SISTERS RD 
Holloway, N.7..Archway 3718 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester. Fully equipped for the treatment 
of all forms of Tuberculosis. 


Terms: 6 to 10 guineas per’ week, inclusive. 
Full particulars from MEpIcAL Su nT, COTSWOLD 
SANATORIUM, CRANHAM, GLOUCEST 


Telephone: Witcombe 2181 


FENSTANTON at ‘* FIVE DIAMONDS,”’ 
Chalfont St. Giles, Bucks 
A Private Home for the Care and Treatment of a limited number 
of LADIES with Mental and Nervous Disorders. Certified, Volun- 
tary, and Temporary Patients received. Mansion with 12 acres of 
und. (See Medical Directory, p. 2493.) Apply Resident Physician. 
elephone: Little Chalfont 2046, Station: Chalfont and Latimer. 


PECKHAM HOUSE, 


Telegrams : “‘Alleviated, London” 


112, Peckham Road, London, S.E.15 


Telephone: Rodney 2641-2642 


A Private Mental gee. for Ladies and Gentlemen suffering 
ome are combined with full investigation and every well-established modern treatment. 


amenities of a comfortable 
Terms from £4.4.0 weekly. 


from Nervous and Mental Illness, where the 


Illustrated Prospectus may be obtained from the Physician Superintendent. 


THE OLD MANOR, 


SALISBURY 


A Private Hospital for the Care and Treatment of those of both sexes suffering from MENTAL DISORDERS 
Extensive grounds. Detached Villas. Chapel. Garden Produce from own gardens. Terms very moderate. 
CONVALESCENT HOME AT BOURNEMOUTH 
standing In 12 acres of ornamental grounds, with separate villas, tennis courts, etc. Patients or Boarders may visit the 
Home by arrangement. 


Ulustrated Brochure on application to the Medical 


intendent. Old Manor, Salisbury. 


CALDECOTE HALL 


NUNEATON 
WARWICKSHIRE 


Residential treatment of 


“Nervous Disorders” & Alcoholism 


(Certifiable cases are not received) 


This beautiful mansion situated in the heart of the country (less than two hours 


from London by L.M.S.R.) and surrounded by charming pleasure grounds in which 


(‘Phone : Nuneaton 241) 


games and outdoor occupatio; val therapy are available is dto the tr 


of Alcoholism and “Nerves ”’ by psychotherapeutic and ancillary methods. 
Illustrated Brochure and particulars obtainahle from A. E. CARVER. M.D.,. D.P.M., Resident Medical Sunerintendent. 


CAMBERWELL HOUSE, 33, Peckham Road, London, S.E.5 


Telegrams: 


FOR THE TREATMENT OF MENTAL DISORDERS 


Telephone: 
Ropway 4242 (2 lines) 


Voluntary Patients received. own garden produce. Hard and grass 


tennis courts, putting greens, Recreation Hall with Badminton 


Senior Ph 
by t Medical Staff and visiting Consul 
The Con 


Court, and all indoor amusements 
Actino-therapy.. prolonged i immersion baths, shock and i modified insulin treatment. 


Occupational therapy, Calisthenics, 


Prospectus giving fees, “which are strictly 
te, may be obtained upon to the 7 
sea-level 


valescent Branch is : HOVE VILLA, BRIGHTON and is 200 ft. above 


COURT HALL, KENTON, near EXETER 


FOR THE TREATMENT OF EIGHT LADIES, VOLUNTARY, TEMPORARY AND CERTIFIED . PATIENTS 


CLIFFDEN, 


FOR EARLY AND CONVALESCENT CASES 


TEIGNMOUTH 


Recreational Therapies are held daily by 


The house stands high with spacious balconies and extensive views of —~y South Devon Coast. Beautiful garden. Own Dairy = 25 acres. Private ont sy beach 


Is also a charming house, EBWORTHY, MANATO 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. mutes, M.R.C.S., L.R.C.P. 


DARTMOOR, situated in 20 acres, 1100 


rr bracing moorland 
259 and TEIGNMOUTH 289 


| 
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_ ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 


PRESIDENT: THE Most Hon, THE MARQUESS OF EXETER, K.G., C.M.G., A.D.O. 


MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; tem 
Careful clinical, bio-chemical, bacteriological, an 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in 


of both sexes are received for treatment. 
can be provided. 


Voluntary patients, who are suffering from 

rary patients, and certified patients 
pathological examinations. Private 
the grounds of the various branches 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. 


It is equipped 


with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 


insulin treatment is available for suitable cases. 

h and Russian 
etc. There is on. 
Diathermy and 
research. 


It contains 
the immersion bath, Vic 

rating Theatre, a Dental Surgery, an 
-frequency treatment. 


cial departments for hydr 
Douche, 


It also contains Laboratories for bio-chemical, 
ER treatment is employed when indicated. 


drotherapy Ey various methods, including 
Scotch Douche, Electrical baths, Plombieres treatment, 
y Room, an Ultra-violet A —- and a Department for 


ogical, and pathological 


MOULTON PARK 


from the Main H 


therapy is & feature of this branch, an 
growing. 


patients are given every facility tor occupying themselves in farming, gard 


Two miles ospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables an are supplied to the Hospital from the farm, roha: 


ens, and o rds of Moulton Park. Occupational 


ening, and fruit 


BRYN-Y-NEUADD HALE 
The seaside house of St. Andrew’s Hospital is beneettaliy situated in a Park of 330 acres, at Lianfairfechan, amidst the finest 


scenery in North Wales. On the North-West side of the 


Estate a mile of sea coast forms the 


boundary. Patients may visit this 
There 


branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. 


is trout-fishing in the park. 


roquet unds, golf courses, and 


ae a the branches of the Hospital there are cricket grounds, football and hockey ye lawn tennis courts (; and 


greens. 
handicrafts, "such as carpent: 


hard 
es and gentlemen their own gardens, and facilities are 


For terms and further particulars ee to the Medical Superintendent (TELEPHONE : No. 2356 and 2357 Northampton), who 


ean be seen in London by appointment. 


Senior Physician and Medical Superintendent : 


TOR-NA-DEE SANATORIUM 


FOR THE TREATMENT OF PULMONARY TUBERCULOSIS AND ALLIED DISEASES 


For prospectus apply to The Secretary, Tor-na-Dee, Murtle, Aberdeenshire 


Managing Director : 
DAVID LAWSON, M.D., F.R.S.E. 


R. KEERS, M.D. (Edin.), F.R.F.P.S. (Glas.). 
Telephone: Cults 107 


VALE OF CLWYD SANATORIUM 


This Sanatorium is established for the treatment of Tuberculosis of the Lungs and the Pleural Cavities. 
the midst of a large area of park-land at a height of 450 feet above sea-level. 


and night Nursing Staffs. X-ray plant. 
Lighting. Central Heating. : 
For particulars apply to Medical Superintendent. 


H. Morriston Davigs, M.D., 


It is situated in 
Average rainfall 29-57 per annum. Full day 


Every, facility for Artificial Pneumothorax and for operations on the Chest. Electrio 


M.Ch. (Cantab. ), F.R.C.S., Llanbedr Hall, Ruthin, N. Wales. 


CHEADLE ROYAL 


CHESHIRE 
ital for MENTAL DISEASES, and its 
LAN-Y-DON, Colwyn Bay, N. Wales 


A Registered Hos 
Branch, 


THe object of this Hospital is to provide the most efficient 
means for the treatment and care of those of the Upper 
and Middle Classes suffering from MENTAL and NERVOUS 
DISEASES. The Hospital is governed by a Committee 
appointed by the Trustees of the Manchester Royal Infirmary. 
VOLUNTARY, CERTIFIED PATIENTS 


For Terms and further information apply to the MEDICAL SUPERINTENDENT Telephone: GATLEY 223! 


THE MAGHULL HOMES FOR EPILEPTICS (inc.) 
MAGHULL, Near LIVERPOOL 


Open Air Occupation and Recreation for Patients, Farming, 
Gardening, Football, Cricket, Tennis, Bowls, etc. School 
recognised by Ministry of * nae gy 


FEES— 


Ist Class (men only) Me ee .. from £3 per week 
2nd Class (men and women) aft wo Ses 
3rd Class (men and women) supported by 
ublic Assistance Committees.. ,, 27/6 ,, 
Education 
For further particulars apply to— 


C. EDGAR GRISEWOOD, A.C.A., 20, Exchange Street East, 
LIVERPOOL, 2. 


NORTHUMBERLAND HOUSE 
Green Lanes, Finsbury Park, N.4 
A PRIVATE HOSPTTAL for the of and nervous 
a ed access from all 


and 


Hi 3688, Telegrams: “ Subsidi 
eintenden 


For a to the Medical Su 
M. British Psycho 


CHISWICK HOUSE, 


PINNER, MIDDLESEX. 
Telephone: PINNER 234. 


A Private Hospital for the Seenaes and Care of Mental ona 
Nervous Ilinesses in both Sex 


A modern louie house, “2 miles from Marble Arch, in 
attractive and secluded surroundings. Fees from 10 guineas 
r week inclusive. Cases under Certificate, Voluntary and 
mporary Patients received for treatment. 
DOUGLAS MACAULAY, M.D., D.P.M. 


CRICHTON ROYAL, DUMFRIES 


FOR NERVOUS AND MENTAL DISORDERS 


Cases Alcoholism and D Addiction are admitted. 
precy for individual treatment on the most modera 
es. As the Hospital is well endowed, terms are exceptionally 
Medical Certificates given anywhere in the British Isles are 
“= for admission of patients. 
K. J.P. 


sician Superintendent: P. M.D., 
RS P., D.P.M., Barrister-at-Law. : Dumfries 1119: 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All forms of 

treatment available. Fees from 4 gns. per week upwards according to 

requirements. Vacancies occasionally exist at reduced fees on the 
recommendation of the patient's own physician. 


Telephone : 


Apply to Dr. j. A. SMALL. Norwich 20080 
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CITY OF LONDON MENTAL HOSPITAL 


Near DARTFORD, KENT 


Ladies and Gentlemen received for treatment 

under certificates, and without certificates as cither 

VOLUNTARY or TEMPORARY PATIENTS, 
at a weekly fee of £2 9s., and upwards 


MALLING PLACE, KENT 
For LADIES and GENTLEMEN’ of Unsound Mind 


Terms moderate. _Apply to Resident Medical Superintendent. 
Telegrams: ADAM WEsT MALLING. Telephone No. 2: MALLING, 


UNIVERSITY EXAMINATION 
POSTAL INSTITUTION 


17, RED LION SQUARE, LONDON, W.C.I 
Over 50 years’ experience 
POSTAL COACHING FOR ALL 
MEDICAL EXAMINATIONS 


MEDICAL PROSPECTUS (24 pages) 


sent gratis, along with List of Tutors, &c., on application to the Princi| 
17, Red Lion Square, London, W.C.1. (Telephone: HOLborn 63 


L. M.S. S. A. 

FINAL EXAMINATION: SurGERy, 13th November, 4th 
December, 1944, 8th January, 1945. MEDICINE, PATHOLOGY, 
20th November, 11th December, 1944, 15th January, 1945. 
MIDWIFERY, 21st November, 12th December, 1944, 16th 
January, 1945. Mastery of MIpwirFERY EXAMINATIONS, May 
and November. 

For regulations apply REGISTRAR, Apothecaries’ Hall, Black 

ars-lane, London, E.C.4 
METROPOLITAN HOSPITAL, Kingsland-road, London, €.8. 
Applications are invited from registered medical practitioners 
(Male) for the appointments of HOUSE SURGEON (A) and HOUSE 
PHYSIOIAN (A). lary in each case at the rate of £150 p.a., 
with full residential emoluments. Appointments will be for a 
period of 6 months. Practitioners within 3 months of quali- 
fication and liable under the National Service Acts may apply. 

Applications should be addressed to— 

FRANK JENNINGS, House Governor and Secretary. 
SAMARITAN FREE HOSPITAL FOR WOMEN, Marylebone-road, 
London, N.W.1. Applications are invited from registered 
medical practitioners (Male and Female) for the sopétsineal of 
HOUSE SURGEON (B2) for a period of 6 months commencin; 
15th November, 1944. Salary at the rate of £150 p.a., wit 
board, lodging, and laundry. R and W practitioners holding 
A posts may also apply.’ 

Applications, stating age, accompanied by copies only of 
testimonials, should be sent to the — at the Hospital 
on or before Monday, 30th 


Secretary. 
CONNAUGHT HOSPITAL, Walthamstow, E.17. 
(118 Beds.) Applications are invited from registered medical 
practitioners, Male and Female, for the appointment of HOUSE 
SURGEON (A), vacant Ist November, 1944. The post is suitable 
for applicants wishing to sit for the Fellowship examinations. 
Salary at the rate of £120 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when the appointment 
will be for a period of 6 months. 
Applications to be sent as soon as possible to— 
HALTON HARRISON, Secretary. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, Grove End- 
road, N.W.8. Applications are invited from registered medica] 
practitioners (Male), including practitioners within 3 months of 
qualification and liable under the National Service Acts, for the 
appointment of HOUSE PHYSICIAN (A), vacant Ist Deoember, 
1944. Appointment will be for a period of 6 months. Salary 
is at the rate of £150 p.a., with full residential emoluments. 
. DUDLEY Hosss, B.A., Secretary? 
QUEEN MARY’S “HOSPITAL FOR THE EAST END, Stratford, 
London, E.15. Applications are invited from registered medical 
practitioners, including R practitioners who now hold A posts. 
or the appointment of OBSTETRIC HOUSE SURGEON (B2), vacant 
mmediately. The appointment will be for a period of 6 months. 
Salary at the rate of £200 p.a., with full residential emoluments. 
Candidates should send applications, together with copies of 
testimonials, forthwith to: BERNARD T. HEMPEL, Chairman. 
8th October, 1944. 
WEST HAM HOSPITAL FOR NERVOUS AND MENTAL Dis- 
ORDERS, GOODMAYES, ILFORD. Applications are invited from 
medical practitioners, including R and W practitioners holding 
B2 posts, for the post of TEMPORARY ASSISTANT MEDICAL 
OFFICER (Bl). The Hospital is situated near London and 
facilities will be granted for postgraduate study. The salary 
commences at £350 p.a., plus war bonus, and with full residential 
emoluments. An additional £50 p.a. will be paid if in possession 
of the D.P.M. R and W practitioners holding Bl posts and 
rejected by the R.A.M.C. may also apply. 
Applications in writing to be accompanied by recent testi- 
monials, and sent to the Medical Superintendent immediately. 
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BOROUGH OF WALTHAMSTOW. Thorpe Coombe Maternity 
HOSPITAL. (54 Beds.) Applications are invited from qualified 
medical Women for the appointment of ASSISTANT RESIDENT 
MEDICAL OFFICER (B1), tenable for 1 year at a salary of £200, 

tus bonus of £18 5s., with board, residence, and laundry. 

-revious experience in Obstet rics is desirable. Suitably qualified 
W practitioners holding B2 appointments, also those holding 
B1 and rejected by the R.A.M.C., may apply. 

Forms of application, to be obtained from the undersigned, 
shduld be completed and returned, with copies of 3 recent 
testimonials, not later than NOON on Saturday, 4th November, 

944. ?. A. BLAKELEY, Town Clerk. 

Town Hall, Walthamstow, E£.17, 10th October, 1944. 
HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill, N.W.3. 
Applications are invited from registered medical prac titioners, 
Male and Female, for the following resident posts, vacant 
Ist December, 1944, tenable for 6 months : 

oe MEDICAL OFFICER (B2) at Main Hospital, Hampstead, 
N.W.3, embracing both surgical and medical work. Salary 
£133 68. 8d. p.a., with board, lodging, and laundry. 

CASUALTY SURGICAL OFF ICER (B2) at Out-patient Department, 
Camden Town, N.W.1. Salary £100 p.a., with board, lodging, 
and laundry, plus an allowance at £50 p.a. for duties in con- 
nexion with First-Aid Post established there. 

Practitioners within 3 months of qualification and liable 
under the National Service Acts may apply, when the appoint- 
ments will be temporarily dow ngraded to A. Practitioners 
qualified for more than 3 months and liable under the National 
— Acts (males must be rejected by R.A.M.C.) may also 
apply. 

Applications on the prescribed form, with copies of 3 testi- 
monials, to be returned not later than 3rd November. 

NNETH A, Mines, House Governor. 

THE ROYAL CANCER HOSPITAL (FREE) (incorporated under 
Royal Charter), Fulham-road, London, 8.W.3. Applications 
are invited for the post of HOUSE SURGEON (A). Salary at the 
rate of £200 p.a. The appointment is subject to rules, a copy 
af which can be obtained from the Secretary. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may aoe apply, when appointment will be for 
6 months, to commence duty on the Ist Eoomsbes, 1944. 

Applications, to be made on a form which will be supplied by 
the Secretary, with copies only of not more than 3 recent testi- 
monials, to be sent to the Secretary not later than the first post 
on Monday, 6th November, 1944. 


H. PINKHAM, Secretary. 

THE ROYAL CANCER HOSPITAL (FREE) (Incorporated 
under Royal Charter), Fulham-road, London, 8.W.3. Applica- 
tions are invited for the post of JUNIOR ASSISTANT RADIO- 
THERAPIST. Commencing salary £550 p.a. Applicants must 
be registered medical practitioners who hold a Diploma in 
Medical Radiology. The appointment will be for a period of 12 
months and subject to renewal. 

Applications, to be made on a form which will be suppliedby the 
Secretary, together with copies of 3 recent testimonials. should 
be sent to the Secretary by first post Wednesday, 8th Novem- 
ber, 1944. 
NATIONAL TEMPERANCE HOSPITAL, Hampstead-road, N.W.!. 
Applications are invited for the post of HOUSE SURGEON (A) 
under the E.M.S. The appointment is for a period of 6 months 
and is now vacant. Salary £120 p.a., with board, residence. 
and laumiry allowance. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply. 

Applications, stating qualifications. age; &c., with copies of 
not more than 3 testimonials, by Ist November, 1944, addressed 
to the Secretary. 
MIDDLESEX COUNTY COUNCIL. Resident Assistant Medical 
OFFICER (Anesthetist, B1) required at North Middlesex County 
Hospital, Edmonton, N.18. Applications invited from regis- 
tered medical practitioners (including R and W practitioners 
holding B2 posts) who have held résident appointments in 
general hospitals and had special experience in administering 
anesthetics. Preference given to candidates = ith Diploma in 
Anesthetics. R and W practitioners holding B1 posts ineligible 
unless rejected by R.A.M.C. Salary £400 by £25 to £475 p.a., 
plus cost-of-living bonus (now 19s. per week less deduction for 
residential emoluments). Board, lodging, and laundry. Whole- 
time duties, such as Council may require, under general super- 
vision of Medic: al Director, will consist mainly in administering 
anesthetics. Appointment is for 4 years only, subject to 
medical examination and 1 month’s notice. Post vacant 
immediately. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, enclosing copies of not more than 
3 recent testimonials, to the undersigned. Application forms 
not Closing date November, 1944. 

. W. Rapc.irre, “ B3,’’ Clerk of oe County Council. 

Middlesex Guildhall, Westminster, S.W 
MIDDLESEX COUNTY COUNCIL. Resident Junior Assistant 
MEDICAL OFFICER (B2) required at North Middlesex County 
Hospital, Edmonton, N.18. Applications invited from registered 
medical practitioners, including R and W practitioners who now 
hold A posts. Salary £250 p.a., plus cost-of-living bonus. 
Board, lodging, and laundry. Whole-time duties, such as 
Council may require under supervision of Medical Director, 
will be in Out-patient Department and will include medical, 
surgical, and casualty cases, with minor —-, Appointment, 
subject to medical examination and 1 month’s notice, is for 
6 months, with possibility of extension to 12 months (except in 
case of R and W practitioners). Post vacant Tego 

Applications, stating age, nationality, qualifications, present 
post and previous experience, enclosing copies of not more than 
3 recent testimonials, to the Medical Director, ‘“‘ B3,” of Hospital. 
———- forms not provided. Closing date 4th November, 
19 C. W. Rapcuirre, Clerk of the County Council. 
Middlesex Guildhall, W estminster, S.W.1. 
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HIS MAJESTY’S COLONIAL SERVICE 
THE COLONIAL MEDICAL SERVICE 


VACANCIES FOR MEDICAL OFFICERS 


The maintenance of an efficient Colonial Medical Service constitutes a vital part of the national war effort and it is most 
important that the Service should be assured of an adequate supply of doctors. 


The Secretary of State for the Colonies therefore invites applications from doctors possessing a medica] qualification registrable 
in the United Kingdom who are British subjects and who are under thirty-five years of age. 


Medical Officers are appointed in the first instance for general service. But there are ample opportunities for work in special 
branches of medicine and surgery, in public health and in medical research. 


The normal salary scale is from £600 to between £1,000 and £1,120. There are large numbers of super-scale posts to which 


promotion is made on merit and which carry higher salaries. 


Government quarters, in many cases free of rent, and first-class passages to and from the Colonies are provided, and an adequate 


pension scheme is in force. 


. Selected candidates are normally required to attend a course of instruction in Tropical Medicine and Hygiene either before 


proceeding overseas or during their first period of leave. 


Further particulars, including the regulations governing admission ag the Colonial Medical] Service, may be obtained from the 
Director of Recruitment (Colonial Servi¢e), 2, Park-street, London, W.1 


MIDDLESEX COUNTY COUNCIL. Resident Junior Assistant 
MEDICAL OFFICER (B2, Woman) required at West Middlesex 
County Hospital, Isleworth, Middlesex, for duty in maternity 
Applicants must be registered medical practitioners who 

have held house appointments and had obstetric experience 
(including W practitioners who now hold A posts). Salary 
£250 p.a., plus cost-of-living bonus. Board, lodging, and 
laundry. Whole-time obstetric duties, such as Council may 
direct, under supervision of Medical Director. Appointment, 
subject to medical éxamination and 1 month’s notice, is for 
6 months, with possibility of extension to 12 months (except in 
case of W practitioners). Post vacant immediately. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, enclosing copies of not more than 
3 recent testimonials, to the Medical Director, “‘ B3,’’ of Hospital. 
sone ation — a provided. Closing date 4th November, 
9 C. RADCLIFFE, Clerk of the County Council. 

Middlesex Gaildhalt Westminster, S.W.1. 
MIDDLESEX COUNTY COUNCIL. 2 Resident Junior Assistant 
MEDICAL OFFICERS (B2) required at Clare Hall County Hospital, 
South Mimms, Middlesex. (560 Beds for tuberculosis.) Appli- 
cations invited from registered medical practitioners, including 
R and W practitioners who now hold A posts. Salary £250 p.a., 
plus’ cost-of-living bonus. Board, lodging, and laundry. 
Whole-time duties, such as Council may require, under super- 
vision of Medical Director. Appointments, subject to medical 
examination and 1 month’s notice, are for 6 months with 
possibility of extension to 12 months (except in case of R and 
W practitioners). Posts vacant Ist December, 1944. 

Applications, stating age, nationality, qualifieations, present 
post and previous experience, enc losing copies of not more 
than 3 recent testimonials, to the Medical Director, ** B3,’’ of 
Hospital. Application forms not provided. Closing date 
11th November, 1944. 

C. W. Rapcuirre, Clerk of the County Council. 

Middlesex Guildhall, Westminster, 8.W.1. 
KING GEORGE HOSPITAL, Ilford. Applications “are invited 
from registered medical practitioners, Male and Female, for the 
appointment of HOUSE SURGEON (A), vaeant Ist December. 
The appointment will be for a period of 6 months. Salary is at 
the rate of £120 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply. 

Applications, with testimonials, should be sent as soon as possible 
to: G. AUSTIN HEPWORTH, Secretary and Superintendent. 


NUNEATON EMERGENCY HOSPITAL. (320 Beds.) County 
OF WARWICK. Applications are invited from registered practi- 
tioners, Male and Female, for the appointment of HOUSE sUR- 
GEON (A) at the above Hospital, now vacant. Salary £200 p.a. 
plus cost-of-living bonus, with the usual residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months ; otherwise will not exceed 1 year. 

Applications, on forms to be obtained from the Public 

Assistance Officer, Shire Hall, Warwick, should be returned to 
him not later than 10th November, 1944. 
NUNEATON EMERGENCY HOSPITAL. (320 Beds.) County 
OF WARWICK. Applications are invited from registered practi- 
tioners, Male and Female, for the appointment of MEDICAL 
REGISTRAR (B1) at the above Hospital, vacant shortly. Salary 
£400 p.a., plus cost-of-living bonus, together with the usual 
residential emoluments. Suitably qualified R and W practi- 
tioners holding B2 appointments, also those now holding B1 
and rejected by the R.A.M.C., may apply. 

Applications, on forms to be obtained from the Public 

Assistance Officer, Shire Hall, Warwick, should be returned to 
him not later than the 10th November, 1944. 
ROYAL SHEFFIELD INFIRMARY AND HOSPITAL. The Royal 
INFIRMARY, SHEFFIELD. Applications are invited from regis- 
tered medical practitioners (Male and Female) for the post of 
ASSISTANT CASUALTY OFFICER (A), now vacant. Salary is at 
the rate of £80 p.a., with full residential emoluments and a 
bonus of £20 payable at the expiration of 6 months’ satisfactory 
service. Practitioners within 3 months of qualification and 
liable under the National Service Acts enay apply. when the 
appointment will be for a period of 6 months. 

Applications should be sent forthwith to: Percy N. GLass, 
General Superintendent, The Royal Infirmary, Sheffield, 6 

21st October, 1944. 


THE ROBERT JONES AND AGNES HUNT ORTHOPADIC 
HOSPITAL, OSWESTRY. (540 Beds.) Applications are invited 
from registered medical practitioners, Male and Female, for the 
appointment of ASSISTANT RESIDENT SURGICAL OFFICER (B1), 
vacant $list October. Applicants should have held house 
appointments and had surgical experience. Preference will 
given to candidates holding diploma of F.R.C.S. Salary is at 
the mote of £350 p.a., with full residential emoluments. Suitably 
¥ and W prac titioners holding B2 appointments, also 
practitioners holding B1 and rejected by the R.A.M.C., may 
app. 
Applications, stating age, nationality, qualifications, &c., with 
copies of recent testimonials, to be forwarded at once to the 
Secretary-Superintendent. 
ROYAL SOUTH HANTS AND SOUTHAMPTON HOSPITAL. 
(255 Beds.) Applications are. invited from registered medical 
practitioners, Male and Female, for the appointment of CASUALTY 
OFFICER AND HOUSE SURGEON (A) to the E.N.T. Department. 
The appointment will be for a period of 6 months. Salary is at 
the rate of £175 p.a., with full residential emoluments. Practi- 
tioners within 3 months ot qualification and liable under the 
National Service Acts may apply. 

Applications, stating age, quallacations with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be sent immediately to— 

EDWARD L. WIRGMAN, House Governor and Secretary. 


ESSEX COUNTY HOSPITAL, Colchester. Applications are 
invited for the following: (1) 2 HOUSE SURGEONS (A), vacant 
ist November, salary £120 p.a., from practitioners including 
those within 3 months of qualification and liable under the 
National Service Acts; (2) HOUSE PHYSICIAN (B2), vacant 
15th November, salary £150 p.a., from practitioners including 
i practitioners now in A posts. ‘All appointments for 6 months 
and include full residential emoluments. 
Apply to the Sec retary. 


THE PRINCE OF WALES’S HOSPITAL, Plymouth. Applications 
are invited from registered medical ‘practitioners (Male and 
Female) for the appointment of SENIOR HOUSE SURGEON (B2) 
for duty at the Devonport Section, vacant 3lst October. 
Salary is at the rate of £200 p.a., with full residential emoluments. 
R and W practitioners who now hold A posts may apply, when 
the appointment will be limited to 6 months. 
ARTHUR R. CasH, General Superintendent. 
Head Offices, Greenbank Road, Plymouth. 


JENNY LIND HOSPITAL FOR CHILDREN, Norwich. Applica- 
tions are invited for the appointment of RESIDENT MEDICAL 
OFFICER (B2) from registered medical practitioners, Male and 
Female. The appointment will be for 6 months. Salary is at 
the rate of £200 p.a., with full residential emoluments. RR and 
W practitioners now holding A posts may apply. 

Applications, together with copies of testimonials, should be 
sent not later than Monday, 6th November, 1944, to— 

FRANK INCH, Secretary. 

VICTORIA HOSPITAL, Burnley. (169 Beds.) Applications are 
invited from registered medical practitioners for the appoint- 
ment of 2 HOUSE SURGEONS (A). alary at the rate of £150 p.a., 
with full residential emoluments. titioners within 3 months 
of qualification and liable under the National Service Acts may 
also apply, when appointment will be for a period of 6 months. 

Applications should be sent to: J. E. WHEATCROFT, Secretary , 


MANSFIELD AND DISTRICT GENERAL HOSPITAL, Notts. 
(189 Beds and 89 E.M.S. Beds.) Applications are invited from 
registered medical practitioners for the appointments of HOUSE 
SURGEON (A) and HOUSE PHYSICIAN (A), both posts now vacant. 
Salary for each is at the rate of £220 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when the 
appointments will be for a period of 6 months. 
Applications should be sent immediately to— 
K. L. Warp, Secretary. 
ST. AUDRY’S HOSPITAL, Melton, Woodbridge, Suffolk. Tem- 
PORARY ASSISTANT MEDICAL OFFICER required for the above, 
which is the County Mental Hospital and also a Class 1A 
E.M.S. Hospital with 100 Beds (B1 post). Salary £510 p.a. 
and board-residence. R practitioners holding B2 poste; also 
those holding Bi and rejected by the R.A.M.C., may apply. 
Apply Medical Superintendent and enclose copies of 2 testi- 


monials. 
25 


lb 
y 
| 
r 
e 
y | 
ul 
iT 
t 
2 
e 
d 
jo | 
) 
f 
d 
1 
| 
} 
| 
t 
| 
8 | 
l, 
be 
r 
n 
it | 
: 
ry 


THE LANCET,} 


THE LANCET GENERAL ADVERTISER 


(Ocr. 28, 1944 


JOINT COMMITTEE OF THE COUNTY COUNCILS OF 
DURHAM AND NORTHUMBERLAND AND THE COUNTY BOROUGH 
COUNCILS OF GATESHEAD AND NEWCASTLE UPON TYNE. ASSISTANT 
VENEREAL DISEASES MEDICAL OFFICER (Temporary). Applica- 
tions are invited from Male medical practitioners with experience 
in the diagnosis and treatment of venereal diseases for the above 
whole-time appointment. Duties include the investigation and 
treatment of male and female out-patients and in-patients 
under the general direction of the Clinical Medical Officer. 
Salary £500 p.a., rising by annual increments of £25 to a 
maximum of £700 p.a., plus cost-of-living bonus at present 
£49 8s. p.a. The appointment is terminable by 1 month’s 
notice on either side and is subject to the provisions of the 
Local Government Superannuation Act, 1937. The successful 
applicant will be required to pass the necessary medical 
examination. Candidates should submit with their applica- 
tions full information as to liability for military service, medical 
fitness, and position as regards deferment. 

Applications, stating age, nationality, qualifications, special 


experience in venereal diseases work and other branches of- 


medicine or public health, together with copies of testimonials 
or references, to be forwarded not later than 11th November, 
1944, to the Medical Officer of Health, Town Hall, Newcastle 
upon Tyne, 1, from whom further particulars may be obtained. 
DURHAM COUNTY COUNCIL. Dryburn Hospital, Durham. 
Applications are invited from registered medical practitioners, 
Male or Female, for the appointment of TEMPORARY RESIDENT 
ASSISTANT MEDICAL OFFICER (A), now vacant. Salary £120 p.a., 
with full residential emoluments. The appointment will be 
subject. to the regulations for the time being of the County 
Council, relative to the payment of salary in case of sickness, 
and the successful applicant will be required to pass the County 
Council’s medical examination. The appointment is terminable 
by 1 calendar month’s notice on either side. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when the appointment will be for a 
period of 6 months; otherwise not exceeding 1 year. 

Applications, stating age, liability for military service, medical 
fitness, position as regards deferment, &c., should be sent at 
once to the Medical Superintendent. 


MEDICAL OFFICER (B2). Salary £200 p.a., with full residential 
emoluments. The main duty will be to take charge of a ward 
of 30 Beds devoted to the care of fractured spines (mainly 
ex-Service). The successful candidate will work under the 
direction of the consulting neurological surgeon, and in addition 
will be expected to perform such other duties as may be assigned 
by the Medical Superintendent. The appointment will 
subject to the regulations for the time being of the County 
Council, relative to the payment of salary in case of sickness, 
and the successful applicant will be required to pass the County 
Council’s medical examination. The appointment is terminable 
by 1 calendar month’s notice on either side. R and W practi- 
tioners who now hold A posts may apply, when the appoint- 
ment will be for 6 months; otherwise renewable for a further 
6 months. 

Applications, stating age, liability for military service, medical 
fitness, position as regards deferment, &c., should be sent at 
once to the Medical Superintendent. 

TAN MCCRACKEN, County Medical Officer of Health. 

Shire Hall, Durham, 17th October, 1944. 

ROYAL HAMPSHIRE COUNTY HOSPITAL, Winchester. 
(462 Beds.) Applications are invited from registered medical 
practitioners, Men and Women, for the appointment of RESIDENT 
ANAESTHETIST (B2), vacant Ist December. The post carries with 
it some casualty and other work. Salary according to quali- 
fications and experience, with a minimum of £250 p.a., with full 
residential emoluments. R and W practitioners who now hold 
A posts may apply, when appointment will be limited to 
6 months. 

Applications, stating age, qualifications with dates, experi- 
ence, and nationality, and accompanied by copies of 3 recent 
testimonials, should be sent to— 

D. M. STanpurY, Acting Superintendent and Secretary. 
NUNEATON EMERGENCY HOSPITAL. County of Warwick. 
Applications are invited from registered medical practitioners 
(Male and Female) for the appointment of RESIDENT MEDICAL 
OFFICER (B2), vacant shortly. Salary £350 p.a., together with 
the usual residential emoluments. R and W _ practitioners 
holding A posts may also apply, when appointment will be 
limited to 6 months ; otherwise it will not exceed 1 year. 

Application should be made on forms which may be obtained 
from the Public Assistance Officer, Shire Hall, Warwick, and 
should be returned to him on completion not later than the 
10th November, 1944. 

COUNTY MENTAL HOSPITAL, Berrywood, Northampton. 
TEMPORARY ASSISTANT MEDICAL OFFICER (B1), unestablished, 
required at the above Mental Hospital. Salary 9 guineas per 
week and full residential emoluments. Previous mental experi- 
ence not essential. Suitably qualified R practitioners holding 
B2 appointments, also those now holding B1 and rejected by 
the R.A.M.C., may apply. 

Applications should be sent to the Medical Superintendent. 


SOUTHPORT GENERAL INFIRMARY. (186 Beds.) Applications 
are invited from registered medical practitioners (Male or 
Female, single), including practitioners within 3 months of 
qualification and liable under the National Service Acts, for 
the appointment of HOUSE SURGEON (A), vacant immediately. 
6 months’ appointment. Salary is at the rate of £200 p.a., 
with full residential emoluments. 

Applications, stating age. qualifications with dates, and 
nationality. and accompanied by copies of recent testimonials, 
should be addressed immediately to the Superintendent, 
Infirmary, Southport. 
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CAMBORNE-REDRUTH MINERS’ AND GENERAL HOSPITAL, 
REDRUTH, CORNWALL. Applications are invited from registered 
medical practitioners, Male and Female, for the appointment of 
HOUSE SURGEON (A). Salary at the rate of £200 p.a., with the 
usual residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications, together with copies of 3 testimonials, to be 
addressed to: J. C. FIELD, Secretary-Superintendent. 

Redruth, October, 1944. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are 
invited from registered medical practitioners, Male and Female. 
for the appointment of HOUSE SURGEON (A), vacant in November, 
Salary at the rate of £120 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months. 

Applications, stating age, qualifications, nationality, and 
accompanied by copies of 3 recent testimonials, should be sent 
to: H. R. Nortu, General Superintendent. i 
LINCOLN COUNTY HOSPITAL. (Voluntary Hospital— 
200 Beds.) Applications are invited from registered practi- 
tioners for the appointment of SENIOR HOUSE SURGEON (B1). 
vacant Ist December, 1944. Applicants should have held 
house appointments and had surgieal experience. Salary is at 
the rate of £325 p.a. Suitably qualified R practitioners holding 
B2 appointments, also those holding B1 and rejected by the 
R.A.M.C., may apply. 

Applications, stating age, nationality, qualifications with 
dates, experience and details of previous appointments, and 
accompanied by copies of 3 recent testimonials, should be sent 
to: ARTHUR MoorRgE, Secretary-Superintendent. 

Lincoln, 23rd October, 1944. 
THE ROYAL SHEFFIELD INFIRMARY AND HOSPITAL. Appli- 
cations are invited from registered medical practitioners (Male 
and Female) for the appointments of 2 MEDICAL CLINICAL 
ASSISTANTS (B1), now vacant. Applicants should have held 
house appointments and had medical experience. Salary is 
at the rate of £300 p.a., rising by £50 p.a. to £400 p.a., plus 
war bonus (Men £57 4s. p.a., Women £44 4s. p.a.), non-resident. 
One of the posts will be associated with the Neurological Unit. 
Suitably qualified R and W practitioners holding B2 appoint- 
ments, also R practitioners now holding B1 and rejected by the 
R.A.M.C., may apply. 

Applications, with copies of testimonials, should be sent forth- 
with to the General Superintendent at The Royal Infirmary, 
Sheffield, 6. 

LUTON CHILDREN’S HOSPITAL, London-road, Luton. Appli- 
cations are invited from registered medical practitioners, Male 
and Female, for the appointment of HOUSE SURGEON (B2), 
vacant about Ist December. Salary at the rate of £200 p.a., 
with full residential emoluments. R and W practitioners who 
now hold A posts may apply, when the appointment will be 
limited to 6 months ; ‘otherwise may be renewed for a further 
period of 6 months. 2 

Applications to be received not later than 15th November, 
and to be addressed to: BART MILNER, House Governor. 
KENT COUNTY OPHTHALMIC AND AURAL HOSPITAL, 
MAIDSTONE. (158 Beds.) Applications are invited from 
registered medical practitioners for the appointment of HOUSE 
SURGEON (B1) to the Ear, Nose, and Throat. Department, vacant 
14th November, 1944. Applicants should have held house 
appointments and had experience in this specialty. The 
Hospital is fully recognised by the Examining Board for the 
D.L.O. Salary is at the rate of £350 p.a., with full residential 
emoluments. Suitably qualified R and W. practitioners holding 
B2 appointments, also R practitioners holding Bl and rejected 
by the R.A.M.C., may apply. ‘ 

Applications, stating age, qualifications with dates, copies of 
testtmonials, nationality, and present post, should be sent 
without delay to: JOHN W. STRICKLAND, F.H.A., Secretary. — 
COUNTY BOROUGH OF HASTINGS. Hastings Municipal 
HOSPITAL. Applications are invited from registered medical 
practitioners for the post of ASSISTANT MEDICAL OFFICER (B2) 
(Female). The Hospital contains 350 Beds, including a 
Children’s Block and a Maternity Unit of 28 Beds, and is a 
Group Al Hospital under the Government’s Emergency Hos- 
pital Service. Candidates must be yo! qualified registered 
medical practitioners and should have held a previous resident 
hospital appointment. Preference will be given to candidates 
with practical experience of general medicine and anzesthetics. 
The person appointed will give her whole time to the service 
of the Council in accordance with the terms of her appointment. 
Salary £300 p.a., with apartments, board, and laundry. 
W practitioners holding A posts may apply, when appointment 
will be limited to 6 months ; otherwise for 1 year, and is deter- 
minable by 1 month’s notice on either side. 

Applications, on forms to be obtained from me, must be 
delivered at my office not later than the 10th November, 1944. 
Canvassing in any form, either directly or indirectly, will be a 
disqualification. ). W. JACKSON, 

Town Clerk and Director of Social Welfare. 

Town Hall, Summer Fields,’’ Hastings. 
EXMINSTER HOSPITAL, E inster. Appli i are invited 
from registered medical practitioners, Male and Female, for the 
following appointment. This Hospital has 220 Beds and is a 
Fracture A Centre. There are also 30 Beds devoted to the 
treatment of Peripheral Nerve Injuries :— 

RESIDENT HOUSE SURGEON (B2). The salary is at the rate of 
£200 p.a., with full residential emoluments. R and W_practi- 
tioners who now hold A posts may apply, when appointment 
will be limited to 6 months ; otherwise it can be for a period 
of 1 year. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of recent testimonials, 
should be sent as soon as possible to the Medical Superintendent, 
Exminster Hospital, Exminster, near Exeter, Devon. 
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NOTTINGHAM GENERAL HOSPITAL. (712 Beds, including 
E.M.S. Beds.) Applications are invited from red medical 
practitioners, Male and Female, for the appointment of HOUSE 
SURGEON (A ), duties to commence on or about 11th November. 
Salary at the rate of £200 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and lieble under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months. 

Applications to be mee to the undersigned, stating age, 
qualifications, experience, &c., together with copies of testi- 
monials, HENRY M. STANLEY, 

House Governor and Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications are invited 
medical practitioners (Male and Female) for the 

appointinent of RESIDENT CASUALTY OFFICER (A) for the above 

1. Duties to commence on or about 23rd October, 1944. 
Salary at the rate of £200 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will be 
— a period of 6 months. 

gether with age, qualifications and experience, 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY, House Governor and Secretary. 
GENERAL HOSPITAL, Nottingham. (794 Beds, including E.M.S. 
Beds.) SECOND PATHOLOGIST (whole time) required, experienced 
in histology and morbid anatomy. Temporary appointment 
with oe. of confirmation after the war. Commencing 
salary £900 p 

Apply, with vouples of testimonials, giving details of experience 
and qualifications, to House Governor and Secretary, General 
Hospital, Nottingham. 

THE VICTORIA INFIRMARY OF GLASGOW. (Pre-war accom- 
modation 555 Beds.) The Governors invite applications for the 
appointment of a Whole-time SENIOR ASSISTANT PATHOLOGIST, 
salary £650 p.a., rising by £50 biennially to £800, and for the 
appointment of a Whole-time JUNIOR ASSISTANT PATHOLOGIST 
at a salary of £400 p.a., rising by £50 biennially to £550 p.a. 
Particulars of the duties may be obtained from the Medical 
Superintendent at the Infirmary. The successful candidates, if 
under 45 years of age, will require to join the Superannuation 
Fund. Ror W practitioners must have obtained the sanction of 
the Scottish Central Medical War Committee to their application. 

Three copies of applications and testimonials to be addressed 
to: JoHN W. Rosson, Secretary and Treasurer. 

40, St. Vincent- place, Glasgow, C.1. 
COUNTY BOROUGH OF MIDDLESBROUGH. Public Health 
DEPARTMENT. HEMLINGTON EMERGENCY HOSPITAL. Applica- 
tions are invited from registered medical practitioners pA the 

appointment of ASSISTANT RESIDENT MEDICAL OFFICER (B2) at 
ti e above Hospital (480 Beds). Good experience is afforded in 
both medical and surgical work. The salary is at the rate of 
£200 p.a., together with full residential emoluments. The 
successful candidate will be required to pass satisfactorily a 
medical examination. R and W practitioners who now hold 
A posts may apply, when the appointment will be limited to 
6 months; otherwise for a period of 12 months. 

Applications to be sent to the Medical Officer of Health, 
Public Health Department, Municipal Buildings, Middlesbrough, 
not‘later than Tuesday, 31st 1944. 

PRESTON KITCHEN, Town Clerk. 

Municipal Buildings, Middlesbrough, 10th October, 1944. 
EAST SUFFOLK AND IPSWICH HOSPITAL. (400 Beds.) Appli- 
cations are invited from registered medical practitioners for the 
following posts :— 

HOUSE SURGEON (B2) to the Orthopedic and Fracture Depart- 
ment, vacant 24th November. R practitioners who now hold 
A poste may apply. 

HOUSE SURGEON (A), vacant Ist November ; HOUSE SURGEON 
(A) (General Surgery and Head Injuries) and HOUSE SURGEON (A) 
to the Gynecologist, both vacant 9th December. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply. 

Appointments will be ‘for 6 months. Salary is at the rate of 
£175 p.a., with full residential emoluments. 

ARTHUR GRIFFITHS, Secretary. 

The Hospital, Ipswich, 21st October, 1944. 

YORK COUNTY HOSPITAL. (222 Beds.) Applications are invited 
from registered medica] practitioners, Male or Female, for the 
appointment as HOUSE SURGEON (A), vacant 24th October, 1944, 


share in the general work of the Hospital, a Casualty 
duty. Salary is at the rate of £175 pe. with ful residential 
emoluments. This post is recognised for ‘D.O.M.A. and D.L.O. 
examinations. Practitioners within 3 months of qualification and 
liable under the National Service Acts may apply, when appoint- 
ment will be for a period of 6 months. 

Applications to be sent Mac 

MACERILL, Secretary. 


VICTORIA HOSPITAL, Accrin lications are invited 
from medical practitioners ( ale). for the appointment of 
HOUSE SURGEON (B2). The salary is at the rate of £200 p.a., 
with full residential emoluments. R practitioners who now 
hold A posts may apply, when the appointment will be limited 
to 6 months. 

Apply, with copies of 2 testimonials, to Hon. Secretary. 
COVENTRY AND WARWICKSHIRE HOSPITAL. Applications 
are invited from registered medical practitioners, Male and 
Female, for the appointment of HOUSE SURGEON (B2) to the 
Gyneecological and Obstetric Department, vacant 18th Novem- 
ber next. The appointment is for 6 months. Salary at the 
rate of £170 p.a., together with full resident emoluments. 
R and W practitioners holding A posts may apply. 

Applications, stating age, qualifications with dates, and 
pee Bnd and accompanied by copies of 3 recent testimonials, 
should be sent immediately to— 

. House Governor and Secretary. 


CITY OF MANCHESTER. Crumpsal!l Hospital. (1400 Beds.) 
Applications are invited from registered medical Men for the 
temporary appointment of RESIDENT SURGICAL OFFICER (B1) at 
Crumpsall adult general hospital, Manchester, 8, vacant now. 
Candidates must hold a higher qualification in surgery and must 
have had previous experience in resident hospital posts. Basic 
salary, in accordance with the Manchester Corporation conditions 
of service, commences at £475 p.a. and rises by annual incre- 
ments of £25 to a maximum of £550, with full residential 
emoluments in addition. The sary is subject to a temporary 
cost-of-living wages addition and the commencing cash remunera- 
tion, at present, is £499 14s. Suitably qualified R practitioners 
holding B2 appointments, also those holding Bl and rejected 
by the R.A.M.C., may apply. 

Forms of application and full information can be obtained 
from the Medical Officer of Health, Hospitals Administration 
Section, G.P.O. Box 399, Town Hall, Manchester, 2, and all 
applications must be received by him not later than 11th Novem- 
ber, 1944. Canvassing in any form is prohibited. 

Town Clerk. 

Town Hall, Manchester, 2, 6th October, 194 
SALISBURY GENERAL INFIRMARY. (Vol ital 
225 Beds.) Applications are invited from el medical 
practitioners for the appointment of 2 HOUSE SURGEONS (A), 
vacant Ist December, 1944. Salary at the rate of £150 p.a., 
with full residential emoluments. Practitioners within 3 months 
of qualification and liable under the National Service Acts may 
also apply, when appointment will be for a period of 6 months. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of recent téstimonials, should 
be sent to: JOHN W1ILLIAMs, Superintendent and Secretary. 
ROYAL SURREY COUNTY HOSPITAL, Guildford. (428 Beds.) 
Applications are invited from registered medical practitioners, 
Male and Female, including those within 3 months of quali- 
fication and liable under the National Service Acts, for the 
appointments of (1) HOUSE PHYSICIAN AND CASUALTY OFFICER 
(A), as from 9th November ; (2) HOUSE PHYSICIAN AND CASUALTY 
OFFICER (A), as from 30th had mber. Each appointment is for 
6 months and is recognised for the M.D. examination. Salary 
£175 p.a., with full residential] emoluments. 

Applic vations, stating age, nationality, qualifications, and experi- 
ence, with copies of not more than 3 testimonials, should be sent 
to the Secretary-Superintendent before Ist November, 1944. 
DONCASTER ROYAL INFIRMARY. Applications are invited 
from registered medical] practitioners (Male) for the appointment 
of CASUALTY OFFICER (B2). The salary is at the rate of £200 p.a., 
with full residential emoluments. R practitioners who now 
hold A posts ae ey apply, when the appointment will be limited 

is large industrial area offers excellent oppor- 
tunities oy gaining experience. 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be sent immediately to— 

R. LANCASTER, Secretary-Superintendent. 

ROYAL WEST OF ENGLAND SANATORIUM AND E.M.S. 
HOSPITAL, WESTON-SUPER-MARE. (177 Beds.) Applications are 
invited from medical practitioners for the appointment of 
HOUSE PHYSICIAN (A), duties to commence immediately. 
Salary is at the rate of £200 p.a., with full residential emolu- 
ments. Practitioners within 3 months of qualification and 
liable under the National Service Acts may also apply, when 
appointment will be for 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be addressed to: LESLIE J. FURSLAND, Secretary. __ 
BECKETT HOSPITAL AND DISPENSARY, Barnsley. House 
SURGEON (A). Applications are invited from registered medical] 
practitioners for this appointment. Salary is at the rate of 
£225 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may also apply, when the appointment will be for 
6 months. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent immediately to— ARTHUR L. BOURNE, 

17th October, 1944. Secretary -Superintendent. 


HOSPITAL FOR INFECTIOUS DISEASES. Applications are "invited 
from registered medical practitioners, Male and Female, including 
R and W practitioners who now hold A posts, for the appoint- 
ment of RESIDENT MEDICAL ASSISTANT (B2), vacant 30th Novem- 
ber, 1944. The appointment is for a period of 6 months and 
the salary is at the rate of £350 p.a., with full residential 
emoluments. 

Applications, stati age, qualifications, and nationality, and 
accompanied by copies of 2 recent testimonials, should be 
forwarded immediately to the Medical Officer of Health, Town 
Hall, Newcastle upon Tyne, 1. * 
ROTHERHAM HOSPITAL. (General Voluntary Hospital— 
140 Beds.) Applications are invited from registered medical 
practitioners (Male or Female) for the appointment of SECOND 
CASUALTY OFFICER AND HOUSE SURGEON (A) to Ear, Nose, and 
Throat and Eye Departments, vacant Ist November, 1944. 
Salary £225 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may also apply, when the appointment will be for 
6 months. 

Applications should be sent at once to the Secretary- 
Superintendent. 
EAST SUSSEX COUNTY MENTAL HOSPITAL, Hellingly, 
near HAILSHAM, SUSSEX. Required immediately, duly registe 
TEMPORARY ASSISTANT MEDICAL OFFICER (B1). Special experi- 
ence in mental illness is not necessary. Salary £10 10s. ished 
week, board, apartments, and laundry. Suitably ed 
R and W practitioners holding B2 appointments, also t 
cosine B1 and have been rejected by the R.A.M.C., may fn 

Applications to the Medical Superintendent. 
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ROYAL EASTERN COUNTIES’ 
MENTALLY DEFECTIVE, COLCHESTER. 
m registe: Male medical practitioners for the post of 
MEDICAL SUPERINTENDENT at the above Institution. This 
Institution is the second oldest of the original 5 Charitable 
Institutions for defectives and now consists of a Central Insti- 
tution and 8 branches. It is a certified institution under the 
Mental Deficiency Act and a special school under the Education 
Acts. It is not yet a Local Authority Institution, but certain 
County Councils are under dgreement to take over the Insti- 
tution when so requested by the present managers. Till then 
it has its own pension a e. it the candidate appointed is 
in the service of a Local Authority he will be compensated for 
loss of present superannuation rights by a payment from the 
Institution to the Institution pension fund ‘assure him a 
number of years pension rights, the period of which will be 
fixed by arrangement. Numbers on books 2140, resident 1790. 
The Medical Superintendent is the Director and Administrative 
Head of both the Central Institution and all its branches, 
though each branch has its own head, either medical superin- 
tendent, matron, or headmaster, who works under his direction. 
There is a Research Department oe Laboratory. Previous 
experience in a mental deficiency insti tion or a mental hospital 
and administrative experience is essential. Applications from 
medical men at present in the services will be considered. 
Salary will rise to £2000 a year by increments of £100 a year 
with emoluments. The commencing sa will depend 
materially on the successful candidate’s experience, especially 
in administration, but will not be less than £1200 a year. 
Emoluments are house, light, gas, coal, laundry, and vegetables. 
Till the Superintendent’s house is built on the estate, a house 
will be made available in Colchester. 
Apply, with usual particulars, not later than 15th November, 
1944, to Medical Superintendent, Royal Institution, Colchester. 


HORTON GENERAL HOSPITAL, Banbury. (276 Beds with 
E.M.S.) Applications are invited from registered medical practi- 
tioners (Male or Female) for the following appointments, vacant 
lst November, 1944 :— 

RESIDENT PHYSICIAN (with some Casualty work) (B2), includ- 
ing R and W practitioners who now a A posts, when appoint- 
ment will be limited to6 months. £180 p.a 

RESIDENT HOUSE SURGEON (A), including practitioners within 
3 months of qualification and liable under the National Service 
Acts, when appointment will be for period of 6 months. £150 


INSTITUTION FOR THE 
Applications are invited 


Pull residential emoluments. 
Applications to: RicHarp H. 
House Governor. i 
COUNTY COUNCIL OF ESSEX AND URBAN DISTRICT 
COUNCIL OF THURROCK. COMBINED MEDICAL SERVICE. Appli- 
cations are invited from duly qualified medical practitioners, 
possessing the Diploma in Public Health and having special 
experience in obstetrics, for the vacant joint appointments of 
TEMPORARY ASSISTANT COUNTY MEDICAL OFFICERS AND TEM- 
PORARY ASSISTANT MEDICAL OFFICERS OF HEALTH. (2 vacancies.) 
The salary attaching to the appointments will be at the ra’ 
of £500 a year, together with war bonus, r , subject to satis- 
factory service, by annual increments of £25 to £700 a year, 
but the commenci salary may be varied having regard to 
ex erience and capabilities. 

‘orms of application may be obtained from the Clerk of the 
County Council, to whom they should be returned completed, 
accompanied by copies of 3 recent testimonials, not later than 
13th November, 1944. 

Canvassing, whether directly or indirectly, is forbidden. 
JoHN E. LIGHTBURN, 
Clerk of the County Council. 


A. E. PooLe, 
Clerk to the Urban District Council of Thurrock. 
County Hall, Chelmsford, 16th October, 1944. 

CITY OF BIRMINGHAM. Public Health > rtment. 
Applications are invited from medical Women with obstetric 
experience for the temporary appointment of MEDICAL OFFICER 
(B1) to a City Maternity Home. combined with antenatal clinics 
and such other duties as may be prescribed from time to time 
by the Medical Officer of Health. The post is non-resident and 
appointment will be made, according to the applicant’s experi- 
ence, within the salary scale of £525, rising annually by £25 to 
£725. p.a. There would be prospects of application for more 
senior posts as these arise. Appointment will be subject to 
satisfactory medical examination. One month’s notice will be 
required on either side to terminate the appointment. 

A form of application is obtainable from the Medical Officer of 
Health, Council House, Birmingham, 3, and should be returned 
with copies of 3 testimonials, to that address, not later than 
4th November. 

ROYAL WEST SUSSEX HOSPITAL, Chichester. (334 Beds.) 
Applications are invited for the appointment of RESIDENT 
SURGICAL OFFICER (Bl). Salary at the rate of £450 p.a., with 
full residential emoluments. Suitably qualified R an w rac- 
titioners who now hold B2 posts may apply. Those holding 

an be considered only if they have been by 

e 
Applications should be addressed t 
K. H. ‘Governor and 


PRESCOTT, Secretary and 


AMENDED ADVERTISEMENT 

SURREY COUNTY COUNCIL. Kingston County Hospital. 
(500 Beds.) Applications are invited for the appointment o 
MEDICAL 8 RINTENDENT. Candidates must have had con- 
siderable experience in hospital administration. The Medical 
Superintendent will also be required to act as Medical Officer 
of the adjo blic ‘aeitonee Institution, where a further 
99 patients are accommodated in addition to the ordinary 
inmates. The appointment will be available for the further 
duration of the war, and is subject to 3 months’ notice on either 
side, and will be readvertised after the end of the war, so that 
doctors now serving in the Forces may have the opportunity 
of applying. The commencing salary will be at a point on the 
grade £950-£50-£1450 p.a., plus unfurnished rate-free house 
valued for superannuation purposes at £100 p.a. Local 
Government Superannuation rights will be preserved. 

Full applications, —— with copies of 3 recent testimonials 
and details of any National Service obligations, should be 
forwarded to the County Medical Officer, County Hall, Kingston- 
on-Thames, by 11th, November, 1944. 

SURREY COUNTY COUNCIL. “ffie"ana are invited from 
registered medical practitioners, - and Female, for the 
appointments of HOUSE SURGEONS ( 

(1) Kingston County Hospital, Ww ~ Ae -avenue, Kingston- 

on-Thames (2 vacancies). 

(2) St. Helier County Hospital, Carshalton (2 vacancies). 


Salary in each case is at the rate of £120 p.a., plus full residential . 


emoluments. Practitioners within 3 months of qualification 


‘and liable under the National Service Acts may apply, when 


appointments will be for a period of 6 months; otherwise will 
not exceed 1 year. 

Apply to the Medical Superintendent. 
SURREY COUNTY COUNCIL. Public Health Department, 
KINGSTON COUNTY HOSPITAL, Wolverton-avenue, KINGSTON-ON- 
THAMES. (53 Maternity Beds.) Applications are invited for the 
appointment of RESIDENT ASSISTANT OBSTETRICIAN (B1). 
Applicants must have held an obstetric house appointment. 
Salary grade £350-£25-£450 p.a., plus emoluments valued at 
£125. The tenure of the appointment is for the further dura- 
tion of the war —- to 1 month’s notice. on either side. 
Suitably qualified R and W practitioners holding B2 appoint- 
ments, also R pees - sanaoed holding Bl and rejected by the 
R.A. M.C., may ap 

WEST SUFFOLK GENERAL HOSPITAL, Bury St. Edmunds. 
(191 Civilian’ Beds, 244 E.M.S. and Reserve Beds.) Applications 
are invited from registered medical practitioners for the following 
appointments :— 

HOUSE SURGEON (A) with care of Gynecological and Midwifery 
beds, vacant 15th December, 1944. 

HOUSE PHYSICIAN (A) for Civilian beds, vacant 11th November, 


Salary, with full residential emoluments, will be at the rate 
of £175 p.a. in each case. Practitioners within 3 months of 
qualification anh liable under the National Service Acts may 
apply, when appointments will be for a period of 6 months ; 
otherwise for 6 months with a possibility of renewal at the 
pleasure of the ae of Management. 

Applications, stating age, nationality, qualifications, and 
accompanied by copies of 3 recent testimonials, to be sent to— 

E. E. HARDWICKE, Secretary. 
BERKSHIRE EDUCATION COMMITTEE. Applications are 
invited from qualified and registered dental surgeons for the 
temporary post of SCHOOL DENTIST. The appointment is a 
full-time one and the person appointed will be required to act 
under the instructions of the School Medical Officer. The 
salary is 4 to £600 p.a., according to experience, 

Forms of application should be returned not later than the 
4th November 1944. It will be ne for the officer 
appointed to have a motor-car, for which Ne te! expenses 
will be allowed on the County Scale. . F. HERBERT, 

Shire Hall, Reading, Berks. kan ‘ation Secretary. 
THE ROYAL HOSPITAL, Wolverhampton. . (Incorporated under 
Royal Charter.) (310 Beds.) Applications are invited from 

tered medica] practitioners for the appointment of RESIDENT 
REGISTRAR (B1) to the Ear, Nose, and Throat Department, 
vacant Ist November. Applicants should have held house 
appointments and had surgical experience. Preference will be 

ven to candidates holding diploma of F.R.C.S. and D.L.O. 

alary up to £400 p.a., according to experience, with full resi- 
dential emoluments. Suitably qualified R and W practitioners 
holding B2 ea, also R practitioners now holding Bl 
and reject@ by the R.A.M.C., may apply. 
Ww. CocKBURN, House Governor. 
16th October, 1944. 


ROYAL INFIRMARY, Preston. are invited from 
registered medical practitioners oon ractitioners within 
3 months of qualification and liable ae the National Service 
Acts) for the osts :— 
A) to Consulting Surgeon (recognised for the 
.S. exa 
HOUBE SURGEON (A) “to Ophthalmic and Aural De ents 
with some duties in medical wards (rec for the 
D.O.M.S. and \D.L.O. examinations). 
Salary in er case at the rate of £150 p.a., with full residential 
emol months’ appointment. 


ROYAL ‘WEST SUSSEX HOSPITAL, Chichester. Appli 

are invited from registered medical practitioners for the: — 
ment of CASUALTY OFFICER AND HOUSE SURGEON (A). 
ment is for 6 months from date of appointment. 
p.a., with dential emoluments. titioners within 3 months 
of  -—pemaamacaaes and liable under the National Service Acts may 


pply. 
Applications, age, qualifications with dates, and 
nationality, sup —_ y copies of 3 recent t 
be sent te the House Governor and Secretary. 


pone ay with full details, to be sent to the Superintendent. 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) Resident 
ANZISTHETIST AND ASSISTANT CASUALTY OFFICER (A), required 
to commence shortly. Salary at the rate of £150, wit full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service —_ may 
apply, when appointment will be for a period of 6 mon 

Applications should be sent as soon as possible 

H. J. JoHNson, General Superintendent and Secretary. 
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WARNEFORD GENERAL HOSPITAL, Leamington Spa. Appli- 
cations are ipvited from registered medical practitioners, Male 
and Female, for the post of HOUSE PHYSICIAN AND OPHTHALMIC 
HOUSE SURGEON (A). Salary is at the rate of £175 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent to: J. R. Lona, House Governor and Secretary. 
THE LADY CHICHESTER HOSPITAL (incorp.), Aldrington 
HOUSE, NEW CHURCH-ROAD, HOVE, _ Beds.) HOUSE PHY- 
SICIAN (A) (Male or Female) required, Salary at the rate of 
£200 p.a., with fullresidentialemoluments. Practitionerswithin 
3 months of qualification and liable under the National Service 
Acts May apply, when appointment will be for a period of 6 
months. 

Apply, with copies of testimonials, to the Secretary. 
COUNTY BOROUGH OF STOCKPORT. Stepping Hill Hos- 
PITAL. (450 Beds.) Applications are invited from duly qualified 
medical practitioners for 2 posts of RESIDENT ASSISTANT 
MEDICAL OFFICERS (B2) (Male or Female) at the above Hospital. 
Determinable by 1 month’s notice on either side. Salary 
£350 p.a. (plus cost-of-living bonus), with board, residence, and 
Jaundry. The person appointed will be required to devote the 
whole of his/her time to the duties of the office. R and W 
practitioners holding A posts may also apply, when appoint- 
ments will be limited to 6 months; otherwise not to exceed 
1 year. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 te sstimonials, are to be sent, endorsed 

Assistant Medical on”? 

. YULE, M.D. * Siete al Officer of Health. 

Town Hall, Stockport, October, 1 944. 

ADDENBROOKE’S HOSPITAL, Cambridge. Applications are 
invited from registered medical practitioners, Male and Female. 
for the appointment of HOUSE SURGEON (B2) to the Special 
Departments (Gynecological, Obstetric, and Ophthalmic), 
vacant Ist December. The salary is at the rate of £200 p.a., 

with full residential emoluments. R and W practitioners who 
now hold A posts may apply, when the appointment will be 
limited to 6 months, which is the normal period of appointment. 

Applications, together with copies of 3 recent testimonials, 

should be sent not later than Wednesday, 8th November, 1944, 
to: J. A. BEARDSALL, Secretary -Superinter ident. 
SURREY COUNTY COUNCIL. St. Helier County Hospital, 
CARSHALTON. (862 Beds.) Applications are invited from 
registered medical practitioners, Male and Female, for the 
appointment of RESIDENT ASSISTANT MEDICAL OFFICER (B2), 
Salary at the rate of £250 p.a., plus full —_ emoluments. 
Duties to be mainly in Pediatric Unit, 120 Beds. R and W 
practitioners now holding A posts may apply, when the appoint- 
mene will be limited to 6 months; otherwise not to exceed 
1 year, and subject to 1 month’s notice on either side. 

Apply to Medical Superintendent as soon as possible. 
SURREY COUNTY COUNCIL. St. Helier County Hospital, 
CARSHALTON. (862 Beds.) Applications are invited from 
registered practitioners, Male and Female, for the appointment 
of CASUALTY OFFICER (B2). The salary is at the rate of 

£250 p.a., plus full residential emoluments. R and W practi- 
tioners w ho now hold A posts may apply, when the appointment 
will be limited to 6 months ; otherwise will not exceed 1 year. 

Apply to the Medical Superintendent by 8th November, 1944. 
COUNTY BOROUGH OF HUDDERSFIELD. Appointment of 
ASSISTANT MEDICAL OFFICERS OF HEALTH (2 vacancies), Appli- 
cations are invited from registered medical practitioners 
(Ladies): who have had special experience in antenatal 
work and in the care of infants. Salary £500—£€25-£700, with 
additional war bonus, at present £40 6s. Initial salary according 
to experience. The post will be designated under the Local 
Government Superannuation Acts, and the successful candidate 
will be required to pass a medical examination before being 
appointed to the position. 

Applications, stating age, full particulars regarding training, 
qualifications, and appointments held since qualification, should 
be forwarded to the Medical Officer of Health, Public Health 
Department, Huddersfield, along with copies of 2 recent testi- 
monials, so as to reach him not later than Saturday, llth Novem- 
ber, 1944. Application forms are not provided. 

SAMUEL PROcTER, Town Clerk. 

Town Hall, Huddersfield, October, 1944. 

SWANSEA GENERAL AND EYE HOSPITAL. Applicati are 


5 WHITCHURCH EMERGENCY HOSPITAL, Cardiff. 


ROYAL HAMPSHIRE COUNTY HOSPITAL, Winchester. 
(462 Beds.) Applications are invited from registered medical 
practitioners, Men or Women, for the appointment of HOUSE 
SURGEON (A), vacant November. Salary is at the rate of 
£175 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may also apply, when appointment will be for a 
period of 6 months. 
Apyicetions should be sent to— 

M. STANBURY, Acting Superintendent and Secretary. 
ABGENSROOKE’ S HOSPITAL, Cambridge. House Surgeon (A) 
and CASUALTY OFFICER AND SUPERNUMERARY HOUSE OFFICER (A). 
Applications are invited from registered medical practitioners, 
Male and Female, for the above appointments, vacant Ist 
December, 1944. Salary is at the rate of £130 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when the appointments will be for a period of 6 months 
only, which is the normal period of appointment. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent not later than Wednesday, 8th November, 1944. 
to: J. A. BEARDSALL, Secretary-Supe rintendent. 


BLACKBURN AND EAST LANCASHIRE ROYAL INFIRMARY. 
(248 Beds—5 Residents.) Applications are invited from regis- 
tered medical practitioners, Male and Female, for the appoint- 
ment of HOUSE SURGEON (B2), vacant 18th November. The 
salary is at the rate of £175 p.a., with full residential emoluments. 
R and W practitioners holding A posts may also apply, when 
appointment will be limited to 6 months. . 

Applications, stating age, - qualifications, and experience, 
together with copies of 3 recent testimonials, should be sent to- 

. DeEwHuRsT, General Superintendent and Secretary. 

(800 Beds.) 
Applications are invited from registered medical practitioners. 
Male and Female, for the appointment of HOUSE SURGEONS (A) (3 
vacanc ies), vacant lst Nov. Salaryis at the rate of £200 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointments will be for a period of 6 months, — 

Applications, stating age, qualifications, and nationality. 
should be accompanied by copies of recent testimonials and 
sent to the’Medical Superintendent. 
NORTHAMPTON GENERAL HOSPITAL. Applications are 
invited for a LOCUM RADIO-DIAGNOSTICIAN for the period 20th 
November to lith December, 1944. Salary according to 
experience. 

Applications to : 


GORDON 8S. STURTRIDGE. 

MINISTRY OF FUEL AND POWER. Applications are invited 
from registered medical practitioners (Male) for appointment as 
MINES MEDICAL OFFICER in the Wales Region, Cardiff. The 
post will carry a salary of £1000 p.a., plus a coneenaie war 
bonus of £49 lis. p.a. A minimum of 2 years in general practice 
is essential ; professional experience among coal miners and a 
knowledge ‘of the Welsh language are very desirable. The 
duties will have mainly to do with occupational diseases and 
the First-aid and Ambulance arrangements at the mines, these 
involving work underground; and with coordinating and 
promoting the improvement and fuller use by miners of medical, 
hospital, and rehabilitation services. 

Applications, stating age, qualifications with dates, experience, 
and nationality, should be sent not later than 18th November, 
1944, to Establishments Directorate, Ministry of Fuel and 
Power, 7, Mijlbank, Londor 3.W.1. 
Wanted, Ist January, 1945, istant in Town and Country Practice 
= Ww est. Suffolk. "Three 1 in firm. For further particulars apply 

Address, No. whirl THE LANCET Office, 7, Adam-street, 
London, W.C.2. 
Doctors, Male and Female, required for Locums and Assistantships. 
Vacancies for Hospital Locums and Ships’ Surgeons. Practices 
and Partnerships for disposal.—Write A. SHaw, Medical 
Transfer Agent, Premier Buildings, 88, Church-street, Liverpool. 


Doctor’s Widow, 52, with nursing experience and abilit » requires 
post as Housekeeper- -Receptionist to doctor. Engage National 
work but release imminent. Excellent references. London 
area preferred. Appointment any time.—Write: Address, 


No. 497, THE LANCET Office, 7, Adam-street, Adelphi, London, 
W.C.2. 


Lady Secretary, experienced in “medical work, seeks post with 
West End specialist.—Address, No. 507, THE LANCET Office, 
Adam-street, Adelphi, London, W.C.2. 


invited from registered medical practitioners, Male and Female, 
for the appointment of HOUSE PHYSICIAN (A), vacant Ist Decem- 
ber. Salary is at the rate of £165 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months. 
Applications should be forwarded to— 

0. C. HOWELLS, Secretary-Superintendent. 
ROYAL UNITED HOSPITAL, Bath. Applications are invited 
from registered medical practitioners for the appointment of 
2 HOUSE SURGEONS (A) (1 general and 1 Gynecology and Anzes- 
theties). Salary for each post £150 p.a., with board, residence, 
and laundry. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointments will be for a period of 6 months. 

Applications at once to— J. LAWRENCE MEARS, 
20th October, 1944. Secretary-Superintendent. 
WARRINGTON INFIRMARY AND DISPENSARY. Appli- 
cations are invited from registered medical practitioners, Male 
and Female, for the appointment of HOUSE SURGEON (A), now 
vacant. Salary is at the rate of £150 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 

appointment will be for a period of 6 months. 
Apply immediately to the Superintendent and Secretary. 


Lady Doctor living in the Lake District has vacancy for Resident 
Patient. Approved by Board of Control._-Address, No. 503, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. | 
Medical Practice for disposal, death vacancy Liverpool. Working- 
class area. Panel approximately 2300 units. Good scope. 
Further particulars write: A. SHaw, Medical Transfer Agency, 
Premier Buildings, 88, Church-street, Liverpool, 1. Telephones : 
Royal 8116 and Royal 7 7480. Telegrams : Organic,’’ Liverpool. 
Zeiss Epidiascope, mahogany, Tessar lens, water-cooled arc, all 
mechanical movements, an extremely heavy apparatus suitable 
for permanent installation only, £57 10s.—-WALLACE HEATON 
Ltp. (MAY 7511—Mr. Cole), 127, New Bond-street, W.1. 
Medical Photographs and Drawings for illustrations, records, &c. 
—wWrite for particulars: E. O. SONNTAG, 159, Bickenhall 
Mansions, Baker-street, W.1. WELbeck _ 8860. 
Psychological supervision during i 
6 patients can 7 accommodated in phyaician’ s home with 10 
acres of ground extending to Thames bank. 10 guiness weekly. 
—Apply Secretary, Weir Cottage, Chertsey. Tel. 213 
Wanted to Purchase: Cameras, Enlargers, and ali a 
paratus, Exposure Meters, Tripods, &c., Microscopes, 
Appartire, Cine Cameras, and Projectors. Prompt cash and 
ALLACE HEATON LTD., 127, New Bond- 


high prices offered.—W 
- London, 
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PHONE: 


ALLEN & HANBURY 


BISHOPSGATE 3201 I2 LINES )- WIRES: “GREENBURYS, BETH, LONDON” 


In Pruritus Ani, Anal Fissure, Neuritis,. 
Lumbago, etc. 


Proctocaine (procaine, 1°5; butyl-p-aminobenzoate, 6; benzyl 
alcohol, 5; vegetable oil to 100) is a non-toxic local anesthetic 
with immediate effect which may last 28 days. It prevents all 
reflex movement during the critical period after operations such 
as those for piles and for anal fissure. It is valuable in pruritus ani, 
anal fissure, anal spasm, minor rectal operations, hemorrhoid- 
ectomy and the pain afterwards, fibrositis (muscular rheumatism, 
including lumbago), sciatica, trigeminal neuralgia, eye pain, and 
crushed limbs. 


Ampoules of 
2 c.c in boxes of 6 at 5/- 5 c.c. in boxes of 6 at 9/5} 


PROCTOCAINE 


LOCAL ANASTHETIC - ANALGESIC 


LTD + LONDON = 
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